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PLASTIC RECONSTRUCTION OF THE LOWER LIP* 
BY ERNEST M. 


HIS paper deals with reconstruction of the 

lower lip where a part or the whole of the 
lip has been removed for carcinoma. The same 
operative measures can be used for defects from 
other sources. 

If a cancer of the lip is so extensive that a 
plastic operation is needed to close the defect, 
the chances of permanent cure are by no means 
good. Simmons and Daland’, in presenting the 
results of 131 lip cancers at the Massachusetts 
General Hospital in which there were 68 per 
cent. cures for three years, noted that where 
any plastic procedure was necessary the results 
dropped to 28 per cent. cures. With such an ex- 
tensive cancer goes the great danger of metas- 
tases to the glands of both sides of the neck, in- 
vasion of the jaw as well as extension to the 
cheeks. Radiation is quite effective in some of 
these lesions, but I doubt if the final results are 
as good as with radical surgery. 

The usual method of closure has been an oper- 
ation with lateral incisions on the cheek at the 
level of the commissures and at the lower level 
of the defect, sufficient to allow flaps to be 
swung over from the cheek. The tension of 
these flaps and the resulting deformity make it 
a great temptation to ‘‘skimp’’ and to save more 
tissue than is wise. To correct the inequality of 
the lip above and the chin below with the re- 
constructed lip, it is necessary to discard tri- 
angles of skin above and below the lateral inci- 
sions on either side. It was while the writer was 
in process of dissecting out such flaps that the 
technique to be described came to his mind. In 
a situation where we are short of tissue, why not 
use these triangles to make the desired flaps in- 
stead of discarding them? The operation de- 
scribed is more easily performed if the lower 
lip over its entire width is removed. 

The operation which I am describing is -not 
new. Two plastic textbooks show similar opera- 
tions in outline form and give credit to a Ger- 
man book published in 18707. Fischel*, shows 
a photo of one of his cases where he has used a 
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DALAND, 


similar technique. It is a very obvious method 
of closure of such a defect, but, nevertheless, 
one not commonly in use. 

The orbicularis oris muscle completely encir- 
cles the upper and lower lips. Into this cir- 
cular muscle are inserted muscle bundles from 
many of the other facial muscles, coming in at 
different angles and the bundles themselves 
splitting to insert at different points. While the 
orbicularis oris is not a true sphincter, the same 
facts hold true in operating on it as pertain to 
the rectal sphincter,—one may cut across the 
sphincter in one place without destroying its 
function but multiple incisions may not be made 
without permanent damage. Hence, in con- 
structing flaps from the upper lip the muscle 


FIG. 1. Wide Excision of the Growth. From half to three- 
quarters inch of normal tissue should be removed on all sides 
(more than is shown in the illustration). ‘> 


should not be included; only skin and fat 
should be used 


The arterial supply to the lips is very abun- 
dant. As the arteries lie beneath the muscles, 
no vessels of any importance are cut in con- 
structing the flaps to be described. However, 
in cutting mucous membrane flaps it is essen- 
tial that some fat be included to ensure adequate 
circulation. 


TECHNIQUE OF OPERATION 


The growth on the lower lip is excised as 
widely as possible, leaving fully three-fourths of . 
an inch of normal tissue on every side (Fig. 1). 
An adequate amount of mucous membrane 


should be removed, but it is rarely necessary 
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to make as great a defect here as in the skin. 
After the bleeding vessels have been ligated, 
the reconstruction can be planned. By blunt 
dissection the mucous membrane inside the 
cheeks can now be loosened up. If any mucosa 
has been left on the lip, that from the cheek 
can be pulled over and sutured to build up the 
lining of the lip to a proper height. If the 
defect is a larger one, it is necessary to rotate 
a flap of mucous membrane from one or both 
cheeks to secure the desired amount of lining 
(Fig. 2). The defect thus made is easily closed. 


FIG. 2. The Mucous Membrane Flap (one side). The mucous 


membrane is freed up from DA outward on the cheek. It is 
incised along ABC. By the use of traction the flap assumes 
the position DA’B’C. The incision ABC is sutured to form the 
line CB. 

The flaps must not be sutured under too great 
tension. Enough slack in the mucous mem- 
brane must be left to form a vermilion border. 
It is desirable to plan that the suture line does 
not come exactly in the midline, or at any rate, 
not directly behind the suture line of the skin. 
The flaps stand more tension and pull apart less 
if this point is remembered. The lining of the 
new lip is now finished, suture of the flaps hav- 
ing been carried out with catgut. 

The new skin flaps will be constructed from 
the lateral aspects of the upper lip. The inei- 
sion is carried upward from the commissure at 
the edge of the defect to a point in the naso- 
labial fold about one-half inch below the nose 
(Fig. 3). This will take about one-half inch of 
the lip to be used in the flap. The width of the 
flap may now be made of sufficient width to 
build up the new lip. This will usually be from 
one to two inches wide. The incision'for the 
second side of the flap starts at the upper end 
of the first incision, in the nasolabial fold, 
swings sharply downward and outward, so that 
at the end of three-fourths of an inch it has 
reached the desired width of the new lip. The 
upper point of the flap will be discarded later. 
The incision is now carried down parallel to the 


first incision until the level of the commissure 
is reached. Skin and fat are dissected off the 
muscles. Now the flap will be found to be near- 
ly long enough, but in order to lengthen it a 
bit more and to make it lie flat the incision 
should be carried sharply outward for about 


FIG, 3. 


The Skin Flaps. 
labial fold (lower than illustrated) and continues along BA 


The incision starts in the naso- 


to the edge of the defect 
same point and continues along CD. Occasionally it is neces- 
sary to continue it laterally from D. The shaded portion of the 
tip is discarded. 


three-fourths of an inch and the flap freed. 
It is now desirable that the curved triangular 
defect be closed after the bleeding has been 
stopped. The suture line will form a new naso- 
labial fold and at the same time tension will be 
released on the base of the flap. If we started 
with a bilateral defect, the same procedure 


. The second incision starts at the 


— 


FIG. 4. The Skin Closure. The defect in the upper lip is 
closed to form a new nasolabial fold. The two skin flaps are 
united at CB; BE is sutured and the skin and mucous membrane 
sutured along CD. 


should be carried out on the other side. The flaps 
are now ready for approximation in their new 
position. The pointed tips are discarded. The 
lower edges are sutured to the edges of the old 
defect and the upper edges to the new lining to 
form a vermilion border (Fig. 4). Silk is used for 
all the skin sutures and catgut for the vermilion 
border. No drainage is used and no dressing is 
applied. The patient is fed on liquids for a 
few days, usually from a medicine cup. 


N.E.J.ofM. 
December 10, 1931 
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RESULTS 


This operation has now been used on 19 pa- 
tients. In 12 cases, a unilateral flap was made 
and in 7 eases bilateral flaps. There has been 
no operative mortality. In three instances the 
flaps have pulled apart, necessitating second- 
ary or tertiary operations. In 7 cases, dissec- 


tion of one side of the neck was done at the 
same or different sittings and in 6 cases a bi- 
lateral neck dissection was done. In two others, 
neck operation was advised and refused, both 
with fatal results. In 4 cases, neck operation 


IG. 5. Case 
th 


lignaney of the tumor, or because of the pa- 
tient’s general condition. These cases have re- 
mained well. 

Of the 19 patients, 7 died of cancer. One of 
these died of metastatic glands after refusing 
neck dissection, but had no recurrence in his 
lip. One died of lung, rib, and pleural metas- 
tases without local recurrence. The other five 
were failures and died with local recurrence be- 
cause of incomplete removal. Two of these had 
neck dissections but there was no cancer found 
in the glands. In four, the disease extended into 
the jaw,—these were all lesions extending down 
to the chin. Three others died without recur- 
rence, two years; three years; and three years, 
nine months after operation. One is alive with 
recurrence. 

The other eight are well, 1 year, 2 months; 
1 year, 8 months; 2 years, 5 months; 2 years, 7 
months; 3 years, 6 months; 4 years, 1 month; 
4 years, 2 months; and 4 years, 7 months, re- 
spectively, after operation. 

There were no deaths where the lesion was 
classified as a low-grade malignancy. The fatal 
cases were about evenly divided between the 
medium and high malignancy cases. On the 
other hand some of the medium-grade malig- 


nancies are free fromi disease, and two of the 
high malignancies are well for over two years. 
Three of the latter group are dead, and one died 
without disease after three years and nine 
months. 


CasE 1. J. K., M. G. H., East Surgical, 281434, 
aged 68, retired, was admitted on January 31, 1927. 
Two and a half years before, “blisters” had appeared 
on his lip, followed by a growth which increased in 
size. No treatment had been given. Examination 
showed a large, hard, irregular mass 6 x 4 x 3 cm. 
involving the entire thickness of the entire lower 
lip. One submental gland and several shotty sub- 
maxillary glands on each side were palpable. The 
patient was blind, very feeble, and his heart was 


1. Double plastic. No neck dissection. Well 
4 years, 7 months. 


decompensated. He was digitalized before opera- 
tion. 


On February 3, 1927, excision of the entire lower 
lip was done under novocaine. Closure was by the 
method described (Figs. 1 to 4). The mucous mem- 
brane was freed and approximated near the midline. 
Skin flaps two inches wide were taken from the 
lateral aspects of the upper lip and brought down 
to complete the closure of the defect. Convalescence 
was uneventful. 

Microscopically this growth was grade II squa- 
mous cell carcinoma. No neck dissection was con- 
sidered because of the patient’s condition. Pallia- 
tion was all that was expected. 

In July 1927 he appeared with a nodular recur- 
rence 2 x 2 cm. at the base of the left flap. Four 
radium emanation seeds of 1 mc. each were inserted 
into the nodule with complete disappearance. He 
was last examined on September 9, 1931 and there 
was no recurrence. 


CasE 2. N. H., M. G. H., East Surgical, 281748, 
aged 62, painter, was admitted on February 14, 1927. 
In January 1926, he had appeared at the Huntington 
Hospital with a cancer of the lip with a hard glead 
in the neck. Operation was advised and refused. 
Nine months later he returned with the condition, 
an inoperable one. Radium seeds were inserted in 
the lip and x-ray treatment was given to the neck. 
There was marked improvement and operation was 
advised. Examination showed nodular induration 
and ulceration of the right two-thirds of the lip. 

On February 16, 1927, excision of the lip with a 


was not advised, either because of the low ma- ee 
pet 
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double plastic was done. Pathologically this was 
grouped as a grade II squamous cell carcinoma. Two 
weeks and three weeks later neck dissections were 
done, all operations being under novocaine. The 
glands of the neck showed no cancer. 


was excised widely. The mucous membrane was 
freed and the skin defect closed by a flap from the 
nasolabial fold. This gave a one-sided effect to the 
reconstructed lip. The edges were under consider- 
able tension and within a few days they pulled 


FIG. 6. Case 2. 
Died of recurrence in one year. 


Four months later he had a recurrence on the chin 
with extension into the jaw. X-ray and radium 
were given with no benefit. 

He was transferred to the Pondville Hospital. 
The growth extended and involved the whole jaw 
and face. He died on March 3, 1928. 

Operation in this case was a mistake. He had 
shown some benefit from radiation and that should 
have been continued. 


Case 3. C. R., M. G. H., East Surgical, 281818, was 
admitted on February 18, 1927. Four years pre- 
viously a white patch had appeared at the left corner 


FiG. 7. Cases 
neck dissection. 


Double plastic. 


4 and 6. Case 4, single plastic. Bilateral 
Case 6, single plastic. 


Bilateral neck dissection. 


apart. On March 8, 1927, the defect was repaired 
and the left side of the neck was dissected under a 
cervical plexus block. 

Microscopic examination showed a grade II epi- 
dermoid carcinoma in the lip and no cancer in the 
glands. 

He returned to the hospital in January, 1928 with 
bronchopneumonfa and died. Autopsy showed no re- 
currence in the lip or neck, but there were metas- 
tases in the lungs, pleura, rib and sternum. This 
is a very unusual site for metastases from the lip. 


Case 4. J. J. W., M. G. H., East Surgical, 283557, 


No neck dissection. 


Both patients died of other causes within two years, without 


recurrence, 


of his mouth. Eight months before entry he no- 
ticed a hard tumor in the white patch. Examina- 
tion showed a hard, cauliflower growth with ulcera- 
tion, total size 3 x 5 cm. adjoining the leukoplakia, 
and extending onto both lips and onto the cheek, 
involving both the skin and mucous membrane. 
There was a hard gland in the left submaxillary 
triangle. The lungs showed rales at both bases. 


On February 23, 1927, under novocaine, the lesion 


aged 61, laborer, was admitted on May 14, 1927. 
The lesion on his lip had been present eighteen 
months. Examination showed an indurated growth 
involving nearly the entire width of the lower lip, 
but confined chiefly to the vermilion border. No 
glands were palpable. 

On May 16, 1927, the lesion was excised. Nearly 
all the mucous membrane could be preserved and 
the defect was closed by a unilateral flap. On May 
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25, 1927, a bilateral neck dissection was done by 
Dr. William McClure. The pathologic examination 
showed grade II squamous cell cancer in the lip but 
no cancer in the glands. 

The patient remained. well without recurreuce in 

ia lip or neck. On July 30, 1930, abdominal explora- 
tion showed cancer of the pancreas. He died at the 
Pondville Hospital on October 14, 1930. 


Case 5. F. J. M., M. G. H., East Surgical, 283738, 
aged 67, retired, was admitted on May 21, 1927. For 
one year there had been an ulceration of the lower 
lip. Gradually it extended laterally on the lip and 
toward the chin. Operation had been advised re- 
peatedly but refused. Examination showed an ul- 
cerated growth involving the entire lower lip. Be- 
low the ulcer was induration and redness extending 


FIG. 8. 
dissection. Well 4 years, 2 m 


Case 7. 


V-excision and 


volving the left half of the lower lip, extending 
down three-fourths of an inch below the vermilion 
border. There were no palpable glands. 

On June 8, 1927, the left half of the lower lip 
was removed under novocaine. A defect one inch 
wide and one inch high was left. This defect was 
closed by a flap from the lateral aspect of the upper 
lip. The pathologic examination by Dr. Hartwell 
showed grade I epidermoid carcinoma. 

No neck dissection was advised for this old man, 
although it is our policy to perform such a dissection 
if the lesion is large, no matter what the grade of 
differentiation. He reported to the clinic regularly 
and had no recurrence. His lip was satisfactory 
except for a little drooling. In May, 1929, he died 
of a heart attack without recurrence of his cancer. 


No neck 
One photo after operation 


single plastic. 


onths. 
with scars outlined, the y afin 3 years later. 


to the tip of the chin. A hard submental gland 
was palpable. The inside of the lip was extensively 
involved. 

At operation on May 28, 1927, the entire lower lip 
was excised down to the point of the chin. Part 
of the defect was closed by mobilizing the tissues 
lateral to the defect and the remainder by a flap 
from the upper lip. The mucous membrane closure 
was very tight and the lip very narrow. On June 
16, 1927, a bilateral neck dissection was done. 

Pathologic examination by Dr. Hartwell showed 
a highly malignant squamous cell (group III) with 
involvement of one gland. 

Two weeks after discharge he returned with a 
recurrence at one corner of the mouth and another 
near the chin. These were excised, but in Octo- 
ber, 1927, he returned with an inoperable recur- 
rence. 

He was admitted to the Pondville Hospital on 
January 18, 1928. The growth invaded the whole jaw 
and neck and he died in the hospital on June 6, 1928. 


CasE 6. R. T., M. G. H., East Surgical, er". 
aged 75, retired, was admitted on June 7, 1927. 
tumor of the lip had been present for five ae 
It had gradually increased in size until the left 
half of the lower lip was involved. Examination 
showed an indurated centrally ulcerated lesion in- 


CasE 7. H. W. S., Pondville Hospital, 29, aged 68, 
retired, was admitted on July 11, 1927. Seven years 
previously he noticed a nodule on the right side 
of the lower lip. Two years later he noticed a sim- 
ilar one on the left. For the eighteen months pre- 
vious to entry he had been having x-ray and radium 
treatments, but the tumors became larger in spite 
of the treatment. 


Examination showed a feeble old man of senile 
mentality. There was a tumor mass on the outer 
right third of the lip about 2 cm. in diameter. The 
left half of the lip showed a shallow, ulcerated 
granular new growth with slight involvement of the 
mucous membrane. 

The growth on the right was removed by a V. 
The left half of the lip was removed for a distance 
of about one inch below the vermilion border. The 
defect was filled by a flap from the upper lip ac- 
cording to the technique described. 

Both growths were reported to be low grade epi- 
dermoid carcinomas by Dr. J. H. Wright. Because of 
the patient’s general condition, it was thought best 
to postpone glandular dissections until glands be- 
came palpable, but to keep him under observation. 

He was last seen in the clinic on September 4, 
1930, and there was no recurrence. No glands could 
be palpated. <A telephone call on September 5, 
1931, found him still well. 
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Case 8 A. H., M. G. H., East Surgical, 285640,| by salves prescribed by physicians. Examination 


aged 48, iron worker, was admitted on August 22, 
1927. His lip lesion had been present five or six 
months with no treatment. Examination showed an 
indurated non tender mass involving the outer third 
of the lower lip; extending well inside the lip. 

On August 24, 1927, excision and plastic was done 


of flaps. Poor plastic result. 


showed a cauliflower growth involving the entire 
lower lip. Submental and bilateral submaxillary 
glands were palpable. 

On February 18, 1928, excision of the lower lip 
with a bilateral plastic was done. Ten days later 


FIG. 9. Case 9. Double plastic. 
Well 1 year, 8 months. 


a bilateral neck dissection was made, both opera- 


Bilateral neck. Separation 
h 


FIG. 10. 
3 years, 6 mont 


and a dissection of the glands of the right side of 


the neck. The pathologic report was epidermoid 
carcinoma, grade III, on both the lip and glands. 
The patient was seen three months later and was 
well, but was not examined again. He died on June 6, 
1931, nearly four years later of lobar pneumonia, 
apparently free from recurrence of the cancer. 


Case 9. A. M., M. G. H., West Surgical, 289334, 
aged 46, truck driver, was admitted on February 
16, 1928. A growth had been present on his lower 
lip for two and a half years and had been treated 


Case 10. Single plastic. Left neck dissection. Well 
hs. 


tions being done under ether. The pathologic re- 
port showed a squamous cell carcinoma of high 
malignancy in the lip and of moderate malignancy in 
the glands of both sides of the neck. Postopera- 
tive radiation was given to the neck. 

The flaps separated after the operation and the 
result was unsatisfactory. Furthermore, the patient 
developed a lung abscess which required operation. 
A year later a second attempt was made to recon- 
struct the lip, but there was very little improve- 
ment. He was last seen on October 22, 1929, and 
there was no recurrence. 
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CasE 10. J. H., M. G. H., East Surgical, 289450, sta- 
tionary fireman, was admitted on February 23, 1928. 
For five years he had had a scaling area on his lip. 
Radium was given for this at the Huntington Hos- 
pital with some benefit at first. Two years ago the 
lip showed suspicious cancer and operation was ad- 


vised but refused. For the two years before en- 


N 


FIG. 11. 
on other side. 


Case 11. 


4a 


FIG. 12. Case 12. 
tion. 
flap. Previous neck dissection. 
on opposite side. 


trance the lesion had gradually increased in size. 

Examination showed the left half of the lip to be 
involved in a superficial, indurated, crusted lesion, 
but entirely along the vermilion border without ex- 
tension on to the mucous membrane inside the lip. 
There were no palpable glands. 

On February 24, 1928, this section of the lip was 
excised and the left side of the neck dissected. 
Pathologic examination by Dr. Hartwell showed a 
grade II epidermoid carcinoma of the lip, but no 
glandular cancer. 

The patient was last heard from in September, 
1931, and there was no recurrence. This was 3% 
years after operation. 


Single plastic. Previous 
e Now recurrence on left side. 
lesion inside cheek outlined on face 


(2) Result 6 months after coagulation. 


Case 11. F. C.,, M. G. H., West Surgical, 289817, 


aged 64, janitor, was admitted on March 12, 1928. 
In 1918 a V lip excision and a right neck dissection 
had been done by Dr. Simmons without recurrence. 
In 1920 the patient received radium treatments for 
In 1924 a new 
appeared at the right commissure. This was 


keratoses at the Huntington Hospital. 
lesion 


neck dissection 
Extent of original 


(1) Recurrent cancer of lip with perfora- 


(3) Unilateral 


Died in 9 months from glands 


excised by the writer at the Huntington Hospital 
and a flap brought over from the cheek. 

On examination at this admission he showed a 
papillary growth 3 x 3 cm. at the left commissure 
with involvement of the inside of the cheek. On 
March 14, 1928, excision and plastic by the method 
described was done, a unilateral flap being used. 
Because of the amount of skin removed, the flap had 
to start rather far out on the cheek. This pulled 
up the corner of the mouth. Pathologically this was 
a grade I papillary carcinoma. 

Again in April 1930, he was admitted with a lesion 
involving the right half of the lip. Another excision 


and unilateral flap was done. Since this operation 
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there has been considerable leakage from the mouth 
when he eats. A minor plastic gave slight improve- 
ment. 

On August 11, 1931, he returned with a hard 
mass in the left submaxillary space. This will be 
operated on later this month. 


Case 12. J. R. W., Huntington Hospital, 28845, 
aged 60, teamster, was admitted on June 16, 1928. 
A growth on his lower lip, then of one year’s dura- 
tion had been coagulated one month before admis- 
sion. Examination showed an extensive perforating 
growth on the right side of the lip with a palpable 
gland on that side of the neck. The right submax- 
illary and the submental areas were dissected by 
Dr. Shedden and the growth on the lip coagulated 
down to the jaw. Pathologic examination showed 
a highly malignant epidermoid carcinoma in one 
gland and a medium grade in the lip. Following 
operation x-ray treatment was given to both sides 
of the neck. 

The lip wound having been left open, he was kept 
under observation for six months. There having 


ported a carcinoma of low grade. Because of this 
and because no glands were palpable, neck dissec- 
tion was not done. He did not return to the clinic 
as requested. In April 1930, he did return with the 
story that in December he had two accidents which 
injured his lip, and that a month later the growth 
reappeared. 

Examination showed the left two-thirds of the 
lower lip to be involved in an indurated, ulcerated 
growth with extension onto the mucous membrane. 


Radical removal of two-thirds of the lip was 
done with reconstruction of the lip with a flap 
from the lateral aspect of the upper lip. The imme- 
diate result was satisfactory. The pathologist re- 
ported a grade II epidermoid carcinoma. 

Bilateral neck dissection was strongly advised 
and as strongly refused. A social worker could 
not persuade him to return, but five months later 
he did return with an inoperable mass in his neck. 
Deep x-ray treatments were given but he died on 
May 8, 1931. There was never any recurrence in the 
lip. 


FIG. 13. Case 13. 


Single plastic. Neck operation ref 


used. 


Died of metastatic glands in one year. 


been no recurrence, a plastic closure was done 
under novocaine on January 16, 1929. A flap from 
the nasolabial fold was swung down to fill the de- 
fect, after the edges had been freshened. A small 
sequestrum was removed from the jaw. 

Six weeks later a hard, adherent, tender gland ap- 
peared well forward in the left or opposite sub- 
maxillary triangle. The rapid onset and acute ten- 
derness made us think it was a possible inflamma- 
tory growth from the exposed bone, but it was 
soon evident that this was not the case. Radium 
seeds and deep x-ray were given without benefit and 
death occurred on September 21, 1929. There was 
no recurrence in the right side of the neck or in 
the lip. 


Case 13. E. C. W., Huntington Hospital, 281356, 
aged 65, farmer, was admitted on October 2, 1928, 
with a small lesion of two years’ duration. This 
started as a “cold sore” and only recently became ul- 
cerated. 

The lesion was but 1 cm. in diameter. V-excision 
was done on October 6, 1928, and the pathologist re- 


Case 14. T. F., M. G. H., West Surgical, 294274, 
aged 51, no occupation, was admitted on October 9, 
1928. For five months a sore on his lip had refused 
to heal. Examination showed an indurated, deeply 
invading growth on the right side of the lip 5 x 2 
cm. This patient was also blind. 

On October 17, 1928, excision of half of the lip was 
done and the defect closed in the usual way by a 
flap. The right side of the neck was also dissected. 
The edges of the lip plastic separated. A second and 
finally a third operation was required to secure a 
proper closure. 

Pathologically the lip tumor was a grade III epi- 
dermoid carcinoma and the neck showed no cancer. 

He was well at the last examination on March 15, 
1931. His lip was functioning very well. 


CasE 15. G. S. B., Pondville Hospital, 1036, age 
52, painter, was admitted on December 19, 1928, with 
a recurrent carcinoma of the lower lip. Twelve 
years before a small ulcerated growth was removed 
in Chicago. Three years before admission, the 
tumor recurred and excision had been done three 


ihe 
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times before admission. Recently he had developed 
an ulceration, the lip became adherent to the jaw 
and he had difficulty in talking. Examinations showed 
involvement of the entire width of the lip, two- 
thirds the way to the tip of the chin, by a nodular 
new growth. There was some deep adherence to 
the periosteum. There were no palpable glands. 
We stated at the time that this lesion could be 
eradicated by resection and plastic operation, but in 


FIG. 14. Case 14. 
Well 2 years, 5 months 


a 


FIG, 15. 


Case 15. 
2 years, 7 months. 


view of the four attempts at removal, radiation 
ought to be used. He was given radium packs with 
2 mm. lead filtration at a distance of 2.5 cm. A total 
of 1400 millicurie hours was given over a period of 
two weeks, all treatments directed to the entire lip. 
At the end of six weeks the lesion had extended in 
every direction in spite of the treatment. 

On February 25, 1929, a total excision of the lower 
lip was done. The growth was removed with the 
periosteum of the jaw underlying it. Closure was 
by the bilateral flap method described above. There 
was some sepsis following operation. 

The microscopic examination showed a grade I 
squamous cell carcinoma. No neck dissection was 
done. 


Double plastic. No neck dissection. 


The mistake in this case was that the flaps were 
dissected up too far out on the cheek, and did not 
include enough of the upper lip. This made the 
upper lip too wide for the lower. Later small tri- 
angles were transferred from the upper lip to the 
lower On a mucous membrane base. This improved 
the lip, but there is still some overhang of the 
upper lip. There was no recurrence in September 
1931, when the patient was last examined. 


Single plastic. Dissection right neck. 


Well 


CasE 16. J. H. T., Huntington Hospital, 29421, 
aged 31, chauffeur, was admitted on April 5, 1929. 
One year before, he had noticed a growth on his 
lower lip. He consulted a doctor who gave him 
antisyphilitic treatment. We were unable to learn 
if he had a positive Wassermann at that time. Re- 
cently the growth has increased in size quite rapidly 
and the ulceration has increased. 

On examination, the entire lower lip was replaced 
by a foul, necrotic, ulcerated new growth. On the 
left it extended well down toward the chin. There 
was some edema of the submaxillary region but no 
glands were palpable. 

The growth was so extensive and infected that 
plastic 1econstruction was out of the question at 
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the time. On April 11, 1929, the entire lower lip was 
removed under ether, using electrocoagulation. The 
wound was left wide open. On May 10, a month 
later, a reconstruction of the lower lip was done 
under ether. The mucous membrane was freed up 
from inside both cheeks and brought over to line 
the new lip. Skin flaps were dissected up from the 


after x-ray treatment. 


FIG. 17. 


Case 17. 
1 year, 2 months. 


face along the lateral aspects of the upper lip and 
these flaps were approximated in the midline. Re- 
covery was uneventful. Following this operation a 
bilateral neck dissection was advised, but the pa- 
tient refused it. He agreed to have it done later. 
A social worker visited him, but he refused further 
operation. 

The pathologic examination showed epidermoid 
carcinoma, graded by Dr. Warren as a grade II 
type. His Wassermann was negative. 

He appeared at the hospital again on August 13, 
after a lapse of three months, with a large mass in 
the left submaxillary region, involving the jaw, and 


FIG. 16. Case 16. (1) Before operation (double plastic). 
(2) Recurrence 3 months later. 
Dead in one year of cancer. 


Double plastic and bilateral neck. Well 


the chin up to the level of the plastic repair. Ob- 
viously the previous excision was not radical enough. 

He was admitted to the Pondville Hospital on Aug- 
ust 27, 1929. X-rays showed extensive destruction 
of the jaw. X-ray treatment was given to the mass 
with astonishing results. Within a month the entire 
external growth had cleared up, leaving only an 


(3) Temporary improvement 


opening into the jaw. He complained of a good 
deal of pain. In November more x-ray treatments 
were given but the effect was very slight. The dis- 
ease progressed rapidly in the jaw and death fol- 
lowed on April 20, 1930. Autopsy showed a grade 
II epidermoid carcinoma and an abscess of the lung. 


Case 17. J. P., Pondville Hospital, 2218, aged 69, 
cleaner, was admitted on May 27, 1930. A small 
tumor of the lip appeared six months before and 
increased in size until it involved the entire lower 
lip. Examination showed an indurated new growth 
involving practically the entire lower lip but mov- 
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able in relation to the jaw. On the right it extended 
beyond the commissure of the lips. There were 
no palpable glands. 

On June 2, 1930, a dissection was made of both 
submaxillary regions and the submental area. The 
lower lip was removed with about one-half inch of 
the cheek to the right of the lip. Mucous mem- 
brane flaps were freed up for a new lining of the 
lip. Skin flaps were made from the face lateral to 
the upper lip and transferred to form a new lower 
lip. Because of the extensive removal on the right, 
an atypical flap had to be used. The result was that 
the mouth was asymmetrical with the right corner 
pulled upward. This necessitated three other minor 
plastics in order to make the lips function properly. 
The last of these was done on March 9, 1931. 

Dr. Shields Warren reported that the lip lesion 
was classified under a grade I epidermoid carcinoma. 
The glands showed hyperplasia but no cancer. 

The patient was last examined on July 16, 1931. 
He had no recurrence but he complained of inability 
to use his lower teeth because of the loss of the 
sulcus between his lip and alveolus. Later on, a 
mucous membrane graft will be made. 


Case 18. G.I. M., M. G. H., East Surgical, 310121, 
age 83, retired, was admitted on November 15, 1930. 
A lesion on his lip had appeared a year before and 
for six months had been increasing in size. Exam- 
ination showed the right two-thirds of the lower lip 
involved in a moist, indurated mass one and a half 
inches in diameter. Glands were palpable on both 
sides of the neck. 

On November 19, 1930, excision of two-thirds the 
width of the lower lip was done with a unilateral 
plastic closure. Six days later a right neck dis- 
section was done. Both operations were done under 
novocaine. Pathologic examination showed a grade 
II squamous cell carcinoma in both the lip and 
glands. 

This patient died of recurrent cancer on August 
6, 1931, 84% months after operation. 


CasE 19. T. D., M. G. H., East Surgical, 285238, 
aged 56, was admitted on July 13, 1927. A crusted 
lesion had been present on the left side of the lower 


Well 


Single plastic and single neck. 


FIG. 18. Case 19. 
4 years, 1 month. 


lip for several months, but recently had become 
hard. Examination showed an ulcerated, excavated 
new growth 2 x 2 cm. on the left side of the lower 
lip. A pea-sized gland was palpable in the left 
submaxillary triangle. 

On July 15, 1927, the left half of the lower lip 
was excised to a depth of about one inch and the 
defect closed by the regular method. The left 
side of the neck was dissected. The lip showed a 
grade II squamous cell carcinoma but the glands 
were negative. 

On September 10, 1931, the patient was examined 
and was free from recurrence. His one complaint 
has been that the reconstructed lip is wider than 
the original. 


SUMMARY 


1. An operation is described for the partial 
or complete restoration of the lower lip follow- 
ing the removal of extensive cancer. Mucous 
membrane flaps are used for the lining of the 
res and the skin is taken from the nasolabial 

olds. 

2. Nineteen ease histories are given where 
this operation has been used. 

3. Three have died without recurrence, one 
is alive with recurrence, seven have died of can- 
cer and the others are well for periods from 
one year, two months to four years and seven 
months. 

4. Even though the growths were very ma- 
lignant in some eases, operation was successful. 

5. The worst results occurred where the le- 
sions extended well down toward the chin, for 
extension to bone usually took place. 
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DIscUSssION 


Harry C. Currron, M.D., Hartford, Conn.: 
To begin with I am not a plastic surgeon. Can 
you imagine my consternation after spending 
two and one-half months in this wonderful 
State of Maine, to open my mail last week and 
find that I was to discuss ‘‘Plastie Surgery of 
the Lower Lip?’’ 

Now, in Connecticut where everyone chews 
‘‘wooden nutmegs’’ naturally we see very few 
deformities of that type. However, I recall that 
plastic surgery is very ancient, having read that 
man was made from a woman’s rib, and he has 
been plastic ever since. That must have been 
the beginning of plastic surgery. This type 
of surgery really dates back many years. Among 
the Tile Maker Caste of India pedunculated 
flaps were used, this known as the ‘‘Indian 
Method.”’ 

Plastic surgery was used in ancient India ond 
Egypt as shown by sacred writings of that 
time. While numbers of surgeons of many na- 
tionalities experimented in plastic surgery, it is 
worthy of note, in a meeting of the New Eng- 
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land Surgical Society that Dr. J. Mason War- 
ren of Boston, Mass., in 1837 was the first to 
introduce plastic surgery in the United States. 

The World War undoubtedly stimulated plas- 
tic surgery for injuries resulting from trau- 
matic causes. However, antisyphilitic treatments, 
radium and x-ray have brought patients to an 
operable stage for the plastic surgeon. 

Whether it be the upper or lower lip, or any 
other part of the human anatomy, in closing my 
remarks may I state, that plastic surgery is 
an art for the artist, one with skill, time and 
patience. Such cases should be referred to such 
an artist just as you would have an expert paint 
your portrait. 


Dr. E. L. Hunt, Worcester, Mass.: After 
seeing such a succession of efforts for cure of 
cancer of the lip, one is impressed more by the 
courage and the artistry of the operator than by 
the results obtained. The formidable char- 
acter of the procedures for the cure of cancer 
is shown quite vividly. Surgery is at best a 
temporary expedient in the effort to conquer 
cancer, it seems to me. 

I think in my own practice that 30 or 40 
per cent. of my work is addressed to cancer 
of one sort or another. I don’t know that it is 
as prominent in the practice of all of you, but 
it is a big part of our work and a part which 
gives us only temporary satisfaction. 

This type of case serves rather well to focus 
attention on some of the unsolved questions 
pertaining to cancer. I will ask you why a set 
of cells at this point in one’s lip becomes un- 
ruly, uncontrollable, while a little way out 
from it, the cells of the same kind obey a physi- 
ologic law and, if they are called into action 
by the reaction of healing, when the time comes 
for them to stop growing, they stop, obedient to 
some physiologic law. 

The suggestion is, to my mind, that whereas 
we need to know what the stimulant is that 
starts the cells on a wild career, we equally 
need to know what the physiologic law and 
government is which under normal conditions 
stops cell growth when the job is done. In this 
respect we must regard cancer as a deficiency 
disease. 

Gentlemen, the future of cancer control lies 
with the physiologist. 


Dr. Rosert B. GreENovuaH, Boston, Mass. I 
do not quite share Dr. Hunt’s pessimism, I am 
glad to say, because I can’t help thinking that 
we are making progress and I think this 
contribution of Dr. Daland is to be regarded 
as a step toward the better control of can- 
cer. Dr. Daland’s cases are not the simple 
everyday cases of cancer of the lip, but ad- 
vanced cases, and every one of those that is 
saved, as a number of them have been, and 
saved without undue mutilation, is a brand 
snatched from the burning. While Dr. Daland 
and many other men are working alone 
on these more advanced cases and are getting 
more and more cures, the whole medical pro- 
fession is waking up to the fact that in the 
early stages no such extensive operations are 
needed and the disease can be dealt with sur- 
gically by very effective methods. 

Undoubtedly some forms of cancer are better 
treated with radium than with surgery. In an- 
other group we have a wide-open choice whether 
we will take radium or surgery or perhaps 
electrosurgery, but in any face case, after ef- 
fective treatment by radium or electrosurgery, 
one of these operations may be needed for pure- 
ly cosmetic purposes. I have the feeling that 
progress is really being made and while I quite 
share Dr. Hunt’s pessimism about a service that 
is entirely made up of advanced cancer cases, 
there are still enough successful cases to keep 
one’s spirits up, and I think it is some of these 
that Dr. Daland has shown us. 


Dr. Davin CHEEVER, Boston, Mass.: I think 
Dr. Daland would be interested and amused 
to know that sitting beside me there were two 
gentlemen, one of whom, after complimenting 
the paper, said, ‘‘Do you remember my doing 
exactly that operation thirty-five years ago?’’ 
The other replied: ‘‘Yes, I remember it, and 
I remember saying it was a very brilliant per- 
formance.’’ 

I said, ‘‘ You have got to get up and say this,’’ 
whereupon they both fled. 


PRESIDENT Possibly Dr. Daland 
will close the discussion and tell us why these 
lesions always select the lower lip. 

Dr. DaLAND: I am afraid I can’t. I have 
nothing to offer. 
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ON THE ETIOLOGY OF BRONCHIECTASIS 
BY MILTON 8S. LLOYD, M.D.* 


I‘ a previous article the author described 
chronic pulmonary atelectasis’, announcing 
its clinical existence as an entity entirely apart 
from other diseases and referring to its associa- 
tion with other diseases of the lung. In that 
article a brief description was also given of 
the process by which an atelectatic area becomes 
fibrotic, so that the reduction in the volume of 
the lung is made permanent, and reference was 
made to the external traction and tendency to 
dilation applied to the outer walls of the hollow 
structures of the lung, especially the bronchi, 
which accompany, and increase with, this loss 
of volume. 

In the human body each hemithorax is a 
closed air-tight cavity into which the lung is 
expanded by a negative pressure. In the normal 
individual there exists a definite and fairly con- 
stant ratio between the intrabronchial and in- 
trathoracic pressures. The constancy of this 
ratio depends upon the elasticity of the lung 
tissue and its variation depends upon the res- 
piratory excursion. So long as normality is 
maintained this balance is maintained. But the 
entry of most abnormal conditions into the field 
upsets this relationship. The change is reflect- 
ed also on all the surrounding structures—me- 
diastinum, diaphragm, chest wall and even the 
vertebral column. 

The reader is requested, during his perusal 


of the pages which follow, to keep constantly. 


in mind this conception of the hemithorax as a 
unit, for without it no good understanding of 
pulmonary pathology can be acquired. 

The many processes which affect the lung may 
cause either a temporary or permanent increase 
or decrease in its volume. We are concerned, 
however, only with those factors productive of 
a@ permanent decrease in volume. Such factors 
are two, chronic atelectasis and chronic inflam- 
mation; but, since both of these processes trans- 
mute themselves into a fibrosis, the ultimate 
cause of pulmonary shrinkage in all cases may 
be said to be pulmonary cirrhosis. 

The first effect of shrinkage of the lung is to 
increase the intrathoracic negative pressure and 
to exert a traction on all the neighbouring struc- 
tures which are in relation with the outside of 
its closed sphere. There are many ways in 
which this shrinkage and traction may be met 
and satisfied. If the loss of volume is slight 
it may be compensated for by the elasticity of 
the surrounding lung tissue without producing 
a change of any magnitude in the mechanics of 
the chest. In a recent article Barsony and Kop- 
penstein? showed clearly, by an excellent series 
of illustrations of the alterations in position of 


*Lloyd—aAssistant Physician, St. Luke’s Hospital, New York 
City, Out-Patient Department. For record and address of author 
see ‘‘This Week's Issue’’, page 1156. 


the interlobar fissures and hili of the lungs, the 
extent of internal accommodation possible in 
an effort to meet the changes brought about by 
lung shrinkage. If, however, the fibrosis 
been more extensive, then greater changes must 
take place. The heart must move toward the 
affected lung, the diaphragm rise toward it or 
the chest wall collapse upon it. If any or all of 
these adjustments combine to satisfy the pul- 
monary contraction completely, further tenden- 
ey to distortion, including that applied to the 
bronchial walls, will be relieved. But where a 
high degree of tension continues to exist, after 
the maximum possible compensatory changes 
have taken place, then the pathologic effects 
of this mechanical imbalance must, and wi 
continue for many years to come. 

There is one other development, which should 
be considered as purely accidental and occa- 
sional, but which may serve to counteract the 
shrinkage of a fibrotic lung or may even com- 
press the lung to a volume below the minimum 
requirement of the tendency to shrinkage and 
change the intrathoracic pressure to the positive 
side. Such an event is the accumulation of an 
effusion in the pleural cavity. In some instances 
the resorption of the liquid increases the out- 
ward traction on a lung, the volume of which 
has been more than ordinarily reduced by pres- 
sure. But in other cases, the fibrin of the liquid 
forms a sort of coagulum, which, in its lower 
part at least, is mixed with blood cells, pus cells, 
desquamated pleura and other débris. This, in 
the end, becomes organized into a massive scar 
and permanently occupies a considerable amount 
of intrathoracic space. It serves, therefore, to 
satisfy pulmonary shrinkage just as much as 
does the shifting of the mediastinum. 

It must not be forgotten that the outward 
traction on the bronchial walls is altered in its 
distribution by the movements, or the efforts at 
movement, of the diaphragm. Provided that 
the pleurae are adherent, as they generally are 
following chronic inflammations of the lung, the 
maximum effect of these movements is exerted 
upon the portion of lung insinuated into the 
costophrenic and cardiophrenic angles. At each 
inspiration the diaphragm endeavors to straight- 
en out and if unhampered, its dome moves away 
from the chest wall and the lung slides down 
upon it. In the presence of adhesions the force 
of the movement is applied directly by the 
pleura to the parenchyma of the angle of the 
lung and when this parenchyma itself is fibrotic 
and unyielding, the strain is transmitted to the 
hollow structures, especially the fragile bron- 
chioles, to expend itself as a dilating influence 
upon their walls. It is a common and generally 
accepted observation that the earliest signs of 
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bronchiectasis following a long-standing pneu- 
monitis are precisely in these two angles and 
especially in the costophrenic angle, where 
pleural adhesions are most disturbing. 

A second variable in the distribution of the 
influence of pulmonary contraction is the loca- 
tion and extent of the fibrosis. Tuberculosis 
produces its changes mostly in the upper lobes 
and other chronic inflammations have their prin- 
cipal effects upon the lower lobes. Although loss 
of pulmonary volume must of necessity subject 
the entire lung to a certain degree of stress and 
strain, this influence will naturally be most dev- 
astating in the immediate neighborhood of its 
producing cause and the intrapulmonary struc- 
tures will naturally be best protected where the 
elasticity of the lung is best preserved. In this 
connection it may also be stated as a common 
and generally accepted observation that dilated 
bronchi are found most frequently in the same 
area as the fibrosis of the lung. 

For many generations, and especially since 
the epochal work of Laennec, much attention 
- has been focused upon dilatations of the bronchi 
and many causes have been ascribed to their 
production. Chief among these are: (1) pres- 
sure from within due to cough or to the accumu- 
lation of excessive secretions, (2) chronic in- 
flammations of the lung; (3) congenital anom- 
alies. 
Of these the theory of pressure from within 
due to cough is the most untenable. As Hed- 
blom® has correctly pointed out, the intrabron- 
chial pressure is produced by collapse of the 


bronchial walls as they are forced inward by 


the reduction in size of the thoracic cage during 
the act of cough. It is, therefore, impossible 
for this mechanism to produce an intrabronchial 
pressure which is greater than the contempora- 
neous extrabronchial pressure. One may even go 
further and say that intrabronchial pressure 
must always be less than extrabronchial pres- 
sure during the act of cough, unless the larynx 
is closed. Under such conditions the intra- 
bronchial pressure may equal the extrabronchial 
pressure, but can never surpass it. This does 
not take into account the fact that extrabron- 
chial positive pressures are always reduced by 
the outward pull of the elastic tissue of the 
lung or what remains of it, nor the fact that 
- intrabronchial pressures may suffer slight vari- 
ations due to the spontaneous contraction of the 
intrinsic musculature of the bronchial walls. 
Both of these factors, however, are, clinically 
speaking, negligible. 

A number of workers in this field have adopt- 
ed rather loosely the name ‘‘congenital cystic 
disease of the lung’’ to describe the usual clin- 
ical syndrome of bronchiectasis. Most of them, 
however, continue by stating that they believe 
the dilatations are due to the existence of atelec- 
tatic areas, which fail to expand with the ex- 
panding chest wall at birth and cause the 


bronchi to expand in their stead. They further 
state that these (bronchiectatic) cavities are 
found, either at autopsy or at operation, to com- 
municate freely with the bronchi and to con- 
tain little or no liquid. It is obvious, therefore, 
that such lesions are neither congenital nor 
cystic. 

True bronchiectatic cavities are lined with 
bronchial mucous membrane, although enlarge- 
ments of the bronchi occur due to ulceration and 
sloughing of this membrane and the laying 
down of a new wall of fibrous tissue. In any 
event the writer has never seen a dilated bron- 
chus unassociated with pulmonary fibrosis and 
it is his opinion that even in the so-called con- 
genital dilatations, the antecedent cause lies in 
an intrauterine pneumonia or pneumonitis which 
fixed the atelectatic lung in situ and prevented 
its expansion at the time of birth. At the same 
time he does not wish to enter into an unproduc- 
tive and indeterminate discussion of the many 
ascribed causes of bronchiectasis. He prefers 
rather to deliver a reverse attack on the subject, 
by the presentation of cases to show that, re- 
gardless of the particular etiologic factor con- 
cerned, the production of bronchiectasis is only 
a relative possibility. This possibility depends 
upon a fairly exact mathematical relationship 
which exists between the severity of pulmonary 
shrinkage and the efficacy of consequential ac- 
commodating adjustments in meeting and de- 
feating its eventual effect. Where pulmonary 
fibrosis and loss of volume are severe but ac- 
companied by equally important counteracting 
changes, there are no bronchiectases. If the 
counteracting changes are moderate, the degree 
of bronchiectasis is moderate, and if the coun- 
teracting changes are grossly inadequate, the 
degree of dilatation is severe. 

In other words, the sine qua non of bronchiec- 
tasis is unsatisfied pulmonary shrinkage and the 


degree of bronchiectasis is inversely proportion- 


ate to the extent to which the accommodating 
adjustments meet and accommodate the total 
loss of pulmonary volume. 


EXPLANATION OF DIAGRAMS 


The following series of cases are self-explan- 
atory and illustrate the several mechanical ad- 
justments described above which may take place 
in the chest as a result of unilateral pulmonary 
shrinkage. 

The use of diagrams instead of photographic 
reproductions was decided upon when it was 
found that only by this means could the com- 
piled information of several examinations be 
transmitted in a single illustration, and at the 
same time the mass of unnecessary detail be elim- 
inated. 

_ Interrupted lines represent the positions of 
structures as determined by combined fluoros- 
copy and radiography where they were not suf- 
ficiently clear in the usual anteroposterior 
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views. Otherwise these diagrams are exact and|trathoracic space by organized exudate and 


faithful tracings of the original x-ray films. 

In each case the following features are shown : 
1. Outline of bony thorax. 2. Vertebral column. 
3. Diaphragm. 4. Heart and mediastinum. 5. 
Trachea. 6. Distribution of lipiodol, when pres- 
ent. : 

The elavicles are shown only where the direc- 
tion of the rays varied sufficiently from the 
sagittal plane to affect the apparent displace- 
ment of the mediastinum. 

In Case 1 the alteration in the position of the 
ribs is so great and of such great importance 
that their outline is also shown. 


Case 1. Marked shrinkage of the lower half 
of the right lung following four attacks of pneu- 
monia. Satisfactory collapse of the chest wall 
and shifting of the vertebral column and medi- 
astinum (infantile paralysis). No bronchiec- 
tases present. 


Case 2. Marked shrinkage of the left lung 
following chronic pulmonary atelectasis (left 
hemiplegia) with satisfactory consequential 
shifting of the heart, mediastinum, trachea, and 
diaphragm. No bronchiectases were demon- 
strated by lipiodol. (See case report.) 


Case 3. Severe degree of right pulmonary 
shrinkage following unresolved pneumonia and 


thickened pleura. No bronchiectases present. 


Case 4. Severe degree of shrinkage of the 
right lung following unresolved pneumonia and 
empyema with complete return of the visceral 
pleura into contact with the chest wall. Unsat- 
isfactory consequential changes in surrounding 
structural relationships. Marked dilatation of 
the bronchi present. 


CASE 5 

Case 5. Moderate degree of pulmonary 
shrinkage following long-standing chronic bron- 
chitis and atelectasis with localized areas of 
pneumonia. Partially satisfactory consequential 
changes in surrounding structural relation- 
ships. Moderately advanced dilatation of the 
bronchi present. 


CASE 6 

Case 6. Severe degree of pulmonary shrink- 
age following ‘‘influenza’’, pleurisy and em- 
pyema. In this patient a clinical case of early 
bronchiectases cleared up in two years after 
thoracoplastie collapse of the chest wall per- 


‘formed for the cure of the empyema. No lipi- 


odol was injected. 


CASE REPORTS 
CASE No. 1 


M. J. Age 18. White. Female. 
History of Illness 
The patient had infantile paralysis in childhood, 


empyema satisfied through the occupation of in- 


leaving the intercostal muscles of the right chest 
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paralyzed. An unsuccessful attempt was made to 
fix the spinal column by operation. She had had 
pneumonia three times. Two weeks before admis- 
sion she had a “bad cold” followed by pain in the 
chest, prostration, chills, and high fever. 


Physical Examination 

When seen in the Staten Island Hospital in Sep- 
tember 1930, the physical findings were as follows: 
Marked right lateral scoliosis and collapse of the 
right lower chest wall. There was evidence of con- 
solidation in the right lower lung. A few days later 
a slight effusion developed. The sputum amounted 
to from six to eight ounces daily and was negative 
on twenty-one examinations for tubercle bacilli. One 
month after admission sputum still persisted. 


X-Ray Examination 

Showed no evidence of tuberculosis; confirmed the 
diagnosis of right lower lobe pneumonia and also 
demonstrated the absence of dilated bronchi after 
lipiodol injection. 


Bronchoscopic Examination 

Showed a marked deformity of the tracheobron- 
chial tree consequent upon the deformity of the 
chest. The right lower lung was immobile, con- 
prmee a large amount of pus, but presented no dila- 
tations. 


CasE No. 2 
F. H. Age 70 
History of Iliness 
The patient stated that he had suffered from 
bronchitis with a productive cough “for over twenty 
years”. Three years ago his left side was paralyzed, 
after which his cough became more persistent and 
at times more productive. At present he raises from 
two to three ounces daily of tenacious sputum. He 
has never had pneumonia. 


Physical Examination 

When seen at the Staten Island Hospital May 
26, 1930, the findings were as follows: There was a 
displacement of the heart and mediastinal contents 
into the left chest, and flatness over the left lower 
lobe, especially posteriorly, where bronchophony and 
pectoriloquy were present. Numerous rhonchi were 
heard over the left lower chest. 


X-Ray Examination 

No evidence of tuberculosis. The injections of 
lipiodol did not demonstrate any dilatation of bron- 
chial tubes. 


Bronchoscopic Examination 

Bronchoscopy showed the left lower lung to be 
immobile, with considerable tenacious secretion mov- 
ing in and out of the smaller bronchi with respira- 
tion. Examination of the sputum demonstrated a 
Gram-positive diplococcus. The sputum was four 
times negative for tubercle bacilli. 

(On May 21, 1931, this patient died following a 
second cerebral hemorrhage. An autopsy, which will 
be reported more fully at a later date, was per- 
formed. The left lung showed complete absence of 
air in the parenchyma and universal fibrosis. Small 
terminal bronchiolectases were present throughout. 
The failure to demonstrate these with the lipiodol 
injection was doubtless due to the presence of ex- 
cessive amounts of secretion in the small bron- 
chioles. The right lung, except for a marked degree 
of compensatory emphysema, was normal.) 


CasE No. 3 
A. M. Age 41. White. Female. 
History of Illness 


The patient had pneumonia after measles in 1901. 
In 1910 she had a second attack of pneumonia fol- 


White. Male. 


lowed by empyema on the right side. A rib resec- 
tion was performed at the end of April, and the 
chest continued to drain until July. In the course 
of the following year it was opened and redrained 
three times. The patient states that during this 
period her sputum amounted to “something like a 
pint at times” in twenty-four hours. In 1921 she 
was admitted to St. Luke’s Hospital, where three 
attempts to obtain fluid were unsuccessful. Follow- 
ing the acute stage of her empyema the sputum has 
been present in important quantities only during 
colds or attacks of bronchitis. 


Physical Examination 


On the right side, movement was practically ab- 
sent; breath sounds were distant or entirely absent; 
an occasional rhonchus could be heard near the ster- 
num. The left lung appeared clear. 


X-Ray Examination 


After the injection of lipiodol the outline of the 
right lung could be visualized, occupying about one- 
third of its normal volume. The bronchi appeared 
to be very slightly, if at all, dilated. The remain- 
ing two-thirds of the hemithorax was obscured by a 
dense homogeneous shadow. The trachea and heart 
were in their normal positions. Bronchoscopic ex- 
amination was not made. 


Case No. 4 
I. L. Age 18. White. Male. 


History of Illness 


The patient had pneumonia in the right side be- 
ginning on September 14, 1925. After about six 
weeks he was improved enough to be up and about 
but was never completely well. During the spring 
of 1926 he suffered from “pleurisy pains”. On June 
10, 1926 he was admitted to a hospital and on June 
14, 1926 a diagnosis of right-sided empyema was 
made. A rib resection was performed on June 28. 
Following the operation the patient improved slow- 
ly, and as the empyema sinus cleared up, cough 
and expectoration increased, the quantity of sputum 
raised gradually mounted until, when seen in the 
Office of the writer in October 1930, the patient was. 
raising about a pint a day. 


Physical Examination 

The trachea and heart were slightly displaced to 
the right. There was dullness over the whole right 
chest. Numerous rales and rhonchi were present over 
the right lung with evidence of cavitation in the 
right base posteriorly. 


X-Ray Examination 

X-ray examination showed a moderate displace- 
ment of the trachea to the right and displacement 
of the heart and mediastinum to a lesser degree in 
the same direction. There was no evidence of tu- 
berculosis. After the injection of lipiodol the lung 
was found to be in contact with the chest wall from 
top to bottom and many large and small dilatations 
= the bronchi were demonstrated throughout the 
ung. 


Bronchoscopic Examination 

The left tracheobronchial tree appeared normal 
except for a slight inflammation of the lining mu- 
cosa. On the right side large quantities of pus 
and mucus were poured out of numerous bron- 
chiectatic cavities in all branches of the bronchial 
tree. The patient failed to respond to bronchoscopic 
treatments and a thoracoplastic collapse of the chest 
was performed in March 1931. The patient now 
coughs and expectorates very little and in a short 
time promises to be symptom-free. 
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CasE No. 5 chiectasis and unhealed empyema. A first stage 


H. F. Age 47. White. Female. 


History of Iliness 

The patient’s mother states that at the age of 
two weeks the patient caught cold from her nurse 
and has always had bronchitis. She has had pneu- 
monia “at least four times”, but the attacks were 
not severe. The amount of sputum has varied from 
very little to three or four ounces daily, with fre- 
quent small hemoptyses. She was treated for over 
twenty years as a case of pulmonary tuberculosis 
although her sputum was always negative for tu- 
bercle bacilli. 


Physical Examination 

When seen at the Staten Island Hospital, in Sep- 
tember 1930, the findings were as follows: The right 
chest was slightly smaller than the left, and the 
movements on the side were limited. The note over 
the right base was dull, and numerous small rhonchi 
could be heard. The heart was displaced into the 
right chest, the point of maximum impulse being 
about 11% inches below and medial to the nipple. 


X-Ray Examination 


“No evidence of tuberculosis; displacement of the 
heart and trachea into the right chest. Injections 
of lipiodol demonstrated a moderately advanced de- 
gree of bronchiectasis on the right side. 


Bronchoscopic Examination 


Showed relative immobility and impaired drain- 
age of the right lower lung. Several moderately 
dilated bronchi could be seen. 


CasE No. 6 
G. B. Age 42. White. Male. 
History of Iliness 


The patient was a victim of “influenzal pneu- 
monia” in December 1923. This was followed by 
pleurisy and an effusion developed in April 1924. 
This was tapped several times, a straw-colored fluid 
being obtained. The patient spent the following 
two years in a tuberculosis sanatorium without im- 
provement. The sputum amounted to one to two 
ounces daily but was always negative for tubercle 
bacilli. He was finally discharged as non-tuber- 
culous. In September 1928, pus was obtained from 
the left chest and about 1500 cc. were withdrawn. 
In November 1928, a rib resection was performed. 
The patient felt considerably better, although the 
sinus did not heal and the sputum gradually in- 


thoracoplastic operation was performed in March 
1929, and a second stage in August 1929. Following 
the first operation the sputum rapidly fell off to 
about two ounces daily and after the second stage 
cleared up entirely. 


Physical Examination 

When seen by the author, in March 1931, at the 
Staten Island Hospital, the patient complained of 
shortness of breath and pain in the back on exer- 


tion. The left lung was effectively collapsed as a 
re nel of thoracoplasty. The right lung appeared 
normal, 


X-Ray Examination 


Showed marked diminution in size of the left 
lung with effective operative collapse of the chest 
wall and elevation of the diaphragm. There was 
no evidence of any active disease. 

Bronchoscopic examination was not made and no 
lipiodol was injected as it appeared that no clinical 
information of value was to be elicited thereby. 


SUMMARY 


1. hiiiaitnias loss of pulmonary volume is due 
to fibrosis of the lung. 


2. This loss of volume sets up a mechanical 
imbalance in the chest, which results in an out- 
ward traction on the bronchiai walls and is fol- 
lowed by changes in the position of the sur- 
rounding structures. 


3. Bronchiectasis is the result of the insuffi- 
ciency of these changes in their attempt to ac- 
commodate the shrinkage of the lung. 


4. The degree of bronchiectasis depends upon 
the end balance between loss of volume, on one 
hand, and accommodating changes, on the other. 


5. Cases are presented to illustrate and sup- 
port this theory. 
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PRIMARY TORSION OF THE GREAT OMENTUM®* 
Report of a Case 
BY EMILIO D’ERRICO, 


RIMARY torsion of the great omentum is a 
rare condition. In a detailed study of the 
subject recently published by the author (New 
Eng. J. Med. 203: 1181 (Dec. 11) 1930), the 
difficulties encountered in diagnosing it preop- 
eratively were emphasized. The commonest mis- 
taken diagnosis is that of acute appendicitis. 
The following case is reported not only be- 
cause of its rare occurrence, but because its pic- 


*From the surgical service of the Cambridge City Hospital. 


+D’Errico—Assistant to Visiting Surgeons for Gynecology a 
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ture is very suggestive of omental torsion. There- 
fore, having entertained the possibility of omen- 
tal torsion in the differential diagnosis of acute 
abdominal pain, it was suspected and diagnosed 
preoperatively. 


Case report: Mrs. C. K., 38, applied to the O. P. D. 
of the Cambridge City Hospital on July 16, 1931, 
because of a “dragging” pain of two and one- 
days’ duration, localized about the umbilicus and 
the r. l. q. The pain had begun as an epigastric 
distress, and had become very much more severe on 


nd/ the following day because she “had carried her baby 


in her arms for several hours”. Nausea and vom- 


| 
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iting followed. The pain continued more or less 
throughout the night. Diarrhea had been the out- 
standing symptom during the previous day. 

Her family and past history were irrelevant. She 
was mother of nine healthy living children, and had 
had two miscarriages. Four years previously she 
had undergone an operation for perineal repair. 
She had never had any abdominal disturbance. 


Physical examination showed a_ well-preserved 
middle-aged woman in no apparent distress. The 
abdomen was somewhat distended, moderately ten- 
der and without spasm over the area just above and 
to the right of the umbilicus, where exquisite ten- 
derness could be elicited by deep palpation. There 
. was no palpable mass. T. 98; P. 120; R. 20; B. P. 
100/70; W. B. C. 12800; Urine negative. The patient 
was admitted with a diagnosis of acute torsion of the 
great omentum and was operated one hour later. 


Operation: Under ether anesthesia, through a 
pararectus incision, the appendix came into view. It 
appeared congested and was therefore removed. Ex- 
ploration disclosed a small amount of discolored 
blood in the peritoneal cavity. The pelvic organs 
were normal. Exploration of the upper abdomen 
revealed a torsion of the right half of the great 
omentum. This area was excised, all bleeding points 
ligated and the abdomen closed in layers without 
drains. 

Convalescence was uneventful and the patient was 
discharged well on the eleventh postoperative day. 

Pathologic report: Received portion of the omen- 
tum in alcohol gauze, July 16. 


Omentum is 14 cm. long, 2 cm. in diameter at 
ligature. Below the ligature it shows three complete 
twists; from this point it spreads out into a fan- 
shaped mass measuring 4 cm. transversely, 1.5 cm. 
in thickness. The tissue is red and on section 


| 


Photograph of specimen of omental torsion in the case report. 


shows dilated vessels filled with soft clot and hem- 
orrhage. 

Microscopic examination: The capillaries and 
larger veins are widely distended with partial throm- 
bosis of the latter; there is a moderate seropurulent 
exudate together with some hemorrhage into the 
fat. 

Diagnosis: Torsion of the omentum with throm- 
bosis and acute omentitis. 


A, NOTE ON THE RELATION BETWEEN 
BLOOD CHOLESTEROL AND BASAL METABOLIC RATE* 


BY G. P. GRABFIELD, M.D.,f AND A. G. CAMPBELL, B.A.t 


ARIOUS attempts have been made to cor- 
relate the level of blood fats with the total 
metabolism. Particularly has it been noted that 
a rough relationship is apparent in diseases of 
the thyroid’. However, there are certain condi- 
tions in which low metabolic rates are found 
without any symptomatic evidence of thyroid 
disease. The cause of such low rates has so far 
remained unexplained. It has been repeatedly 
shown that patients with mental diseases tend 
to have low basal metabolic rates” **, but none 
of the usual causes of these rates, such as under- 
nutrition, can be shown to be operative in these 
patients; some, indeed, show physiologic reac- 
tions more characteristic of an elevated metab- 
olism, such as tachyeardia. Efforts have been 
made to correlate other chemical factors with 
these unexplained low basal metabolic rdtes®: ® 
but without success. The present study was 
undertaken both with the idea that anomalies in 
the fat metabolism might be demonstrated in 
these patients and also to see whether the level 
of blood fat was a function of the basal meta- 
bolic rate irrespective of thyroid activity. Whilst 
no relationship between basal metabolic rate and 
blood cholesterol is demonstrated (ef. chart), the 
*From the Laboratory of Internal Medicine in the Boston 
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presence of both high and low values in the 
numbers here shown indicates that, whereas the 
blood cholesterol may vary directly with the ac- 
tivity of the thyroid', other factors undoubted- 
ly enter into the control of the blood fat level. 


The figure represents 100 consecutive cases in 
which both basal metabolic rate and blood fat 
were determined. The latter was determined by 
Bloor’s method’. No selection was exercised in 
the cases reported. One case of frank hyper- 
thyroidism has been omitted (blood cholesterol, 
162 mgms; % and basal metabolic rate, plus 
37%). A glance at the chart shows the entire 
lack of correlation between the basal metabolic 
rate and blood cholesterol. No clinical factors 
to account for the extreme values have been 
noted. The mental diagnoses represent a cross 
section of the admissions to the hospital and are 


not weighted in favor of any type of case except 
that the patients were all sufficiently codpera- 
tive for us to secure valid basal metabolism de- 
terminations. 

It may be concluded, therefore, that the blood 
cholesterol is not a function either of the basal 
metabolic rate or of thyroid activity. 
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MASTOIDITIS IN SCARLET FEVER* 


An Analysis of 2,000 Cases at 
BY HAROLD L. 


CUTE inflammation of the osseous struc- 

tures of the mastoid process may develop at 
any time during the progress of an acute sup- 
purative otitis media. During epidemics of the 
exanthematous diseases this complication may 
occur with great frequency. Extension of an 
acute inflammation of the middle ear to the cel- 
lular labyrinth of the mastoid process is in all 
cases a complication attended by grave danger 
and decreases both the immediate and remote 
chances of recovery. 

Some time ago, I reported an analysis of the 
aural complications in 3,674 cases of contagious 
disease treated at the Haynes Memorial Hospi- 
tal. Of these cases 2,260 were scarlet fever, 
1,096 were diphtheria, 287 were measles, and 31 
pertussis. Of the 214 cases of suppurative ear 
disease which developed, 28 or 13.08% went on 
_to mastoiditis, requiring operation. 

Of the 28 cases of mastoiditis, 11 involved the 
right ear, 12 involved the left ear, and five were 
double. Fifteen occurred in males and 13 in 
females. Two cases terminated fatally: one 
from septic lateral sinus thrombosis (in which 
the internal jugular had been tied off) and one 
from complicating streptococcus meningitis. The 
youngest patient was 18 months of age, and the 
oldest 28 years (both scarlet fever cases). Twen- 
ty-one of the cases occurred in scarlet fever pa- 
tients, three in measles, two in diphtheria, and 
two in pertussis. In the three latter groups the 
number of cases is hardly large enough to war- 
rant any deductions from analysis. In the scar- 
let fever group, however, some interesting data 
are to be found. Of the 185 cases of purulent 


*Read at a Staff Meeting of the Massachusetts Memorial |: 
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otitis media in this group, in 21, or 11.3%, mas- 
toiditis developed. Otitis, with perhaps the ex- 
ception of cervical adenitis, is the most frequent 
complication in scarlet fever. The percentage of 
aural complications in this group of 2,260 cases 
was 8.19%. 

Mastoiditis developed at varying periods fol- 
lowing the otitis media. The shortest time was 
four days and the longest fifty-one days. The 
majority of cases did not develop until more 
than two weeks after the primary aural infec- 
tion. 

Acute suppurative mastoiditis is practically 
always secondary to a suppurative lesion of the 
middle ear. There are certain classical cases of 
so-called primary mastoiditis, but they are so 
rare as to be almost negligible. The route of 
infection to the middle ear is by direct exten- 
sion through the auditory duct. In the adult 
this tube is about one and one-half inches in 
length. Its position is oblique, extending from 
the tympanum forward, downward and inward. 
It is wider at either extremity than at the junc- 
tion of the cartilaginous and osseous portions, 
known as the isthmus. The average diameter 
of this tube is 2 mm. The opening of the tube 
in the nasopharynx lies on the external wall, 
just behind the posterior extremity of the in- 
ferior turbinated bone. In children the tube is 
relatively wider and shorter and its direction 
more horizontal; hence secretions pass more 
readily between the throat and ear than in 
adults. (Ninety-two per cent. of the scarlet 
fever patients with otitis media were under 15 
years of age.) 

The mastoid antrum should be regarded as 
the posterior end of the tympanic vault and 
not as one of the mastoid cells, inasmuch as it 
is full of pus in any ease of acute purulent otitis 
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media. Whether the abscess extends one step 
beyond and actually invades the mastoid cells 
depends upon two factors: (1) the ability of 
the organism as a whole to react against the par- 
ticular invading bacteria, and (2) the estab- 
lishment of adequate surgical drainage. The 
drum-head should be incised in any case of acute 
otitis media complicating scarlet fever, where 
it shows any bulging. The rapidity of progress 
is so great. in these cases that to delay means 
either the sloughing through of the drum-head 
with permanent injury thereto, or—in the case 
of a resisting drum-head—a backing up into the 
mastoid cells of the purulent discharge. The 
rapidity of mastoid involvement is also deter- 
mined to a large extent by the type of mastoid 
bone, a pneumatic type with its large antrum 
becoming more quickly invaded than the diplo- 
etic or sclerotic types. The stages of develop- 
ment are: (1) vascular engorgement and cell 
infiltration ; (2) suppuration; (3) osseous necro- 
sis or softening. The indications for operation 
are the same as for mastoiditis under other cir- 
cumstances except that delay seems to be more 
disastrous. The cardinal signs include, in vary- 
ing combinations, depending on each individual 
case; pain, tenderness to pressure over the mas- 
toid process, fever, increase in aural discharge 
in spite of good tympanic drainage, certain 
changes in appearance of the drum-head and 
canal wall, postauricular swelling and edema. 
Not one of these signs is constant and the deci- 
sion to open the mastoid must be based on the 
entire picture, supplemented by blood reports, 
x-ray examination, etc. Pain is a very important 
symptom if it continues after adequate tym- 
panic drainage, as is also high fever. 

Danger signals are: chills, severe headache, 
vomiting, spontaneous nystagmus, continued 
profuse discharge, and a rapidly changing blood 
picture for the worse. 

Complications to be watched for are acute 
labyrinthitis (and it is a rather interesting fact 
that case reports show this complication very 
prone to spontaneous recovery in scarlet fever), 
perisinus abscess, lateral sinus thrombosis, ex- 
tradural abscess, intradural abscess, meningitis, 
and facial paralysis. 

The pathologic changes in acute tubo-tym- 
pano-mastoiditis, as this condition should prop- 


erly be called, depend on the type of invasion; 
in the cell route or confluent type there is first 
swelling of the mastoid lining membranes, then 
breaking down of the cells, resulting in a coa- 


lescing mastoiditis. It is in this type that the 


sinus is often found exposed. In the vascular 
route type there is blockage of the small veins, 
with little exudate or destruction within the 
mastoid cells themselves. The cells may be filled 
with blood, as in the hemorrhagic type caused 
by the Streptococcus hemolyticus. In such cases 
an infected lateral sinus is not uncommon. Then 
there is the type where an acute exacerbation of 
a chronic mastoiditis occurs. In the differential 
diagnosis there should be borne in mind: (1) 
herpes zoster oticus, (2) sphenopalatine irrita- 
tion, (3) cellulitis from an otitis externa, and 
(4) in infants, a broken down retroauricular 
gland. 


In the group under discussion, of the 21 pa- 
tients with mastoiditis, seven had a myringot- 
omy performed and in 14 the drum-head rup- 
tured spontaneously. This is definite evidence 
in favor of myringotomy. Of the two cases which 
terminated fatally, in neither had a myringot- 
omy been performed. Too much cannot be ex- 
pected from incising the drum-head, however, 
even from the standpoint of surgical drainage, 
for while such an opening may adequately drain 
the middle ear, the antrum may be too small and 
swollen to take care of the purulent material 
secreted in the mastoid cells. Or, again, even 
with a large antrum, the patient’s shattered re- 
sistance may permit the infection to progress 
unchecked. 

I wish to reémphasize the importance of early 
myringotomy in cases of acute purulent otitis 
media in scarlet fever. Not only from the stand- 
point of surgical drainage and prevention of 
mastoiditis is this vital, but even more so from 
the standpoint of permanent damage done to 
middle ear structures through necrosis when the 
abscess is left to evacuate itself through a 
sloughing tympanic membrane. (Of a group 
of 4,309 cases of deaf-mutism, over ten per cent. 
were found to be due to the effects of aural 
disease in scarlet fever.) On the other hand, 
there is no permanent impairment in hearing 
from a clean-cut opening in the drum-head. 
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ANTE-MORTEM AND POST-MORTEM RECORDS AS USED 
IN WEEKLY CLINICAL-PATHOLOGIC EXERCISES 


Epitep By RicHarp C. Cazot, M.D. 
F. M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 17501 


TEN DAYS’ EPIGASTRIC PAIN WITH 
DYSPNEA 


MEDICAL DEPARTMENT 


A married Swedish-American woman thirty- 
three years old entered through the Emergency 
Ward on May 11 complaining of pain in the 
stomach and shortness of breath of a few days’ 
duration. The history was given by her sister. 


Four years before admission, when she felt 
perfectly well, she began to have shortness of 
breath and soon afterwards had a ‘‘nervous 
breakdown’’. Her blood pressure was said to be 
over 200. She had headaches and spots before 
her eyes and felt tired all the time. At the end 
of a year she went to a convalescent home, 
where she stayed six weeks with some improve- 
ment. She was given a diet which she more or 
less ignored. <A year later, two years before ad- 
mission, she was up and about working in her 
house and feeling fairly well, though always 
with headaches and swelling under her eyes. 
Her vision had failed steadily since the onset. 
She continued to feel fairly well until Christ- 
mas, five months before admission. Since that 
time she had gradually failed, had been more 
tired. She was able to see only a few feet. Ten 
days before admission she collapsed. Since that 
time she had been in bed, complaining of se- 
vere and increasing pain in her stomach and 
almost blind. For a week she had not slept. 
She had considerable dyspnea, especially at 
night, and for the past three weeks had had 
orthopnea. She had had no nausea or vomit- 
ing until the past week. She had urinated once 
at night all through the illness. Her weight 
had dropped from 158 pounds eight months 
before admission to 130 at present. 


The physician who saw the patient in Janu- 
ary, two years before admission, reports that she 
complained of severe headaches on the left, front 
and back. She was very nervous and despond- 
ent. Her husband had been in an insane asylum 
for five years. A year and a half before the 
visit she noticed swelling of the neck. She had 
dyspnea on exertion and occasional palpitation. 
She had influenza in 1918, and since that time 
had had some bronchitis. On examination her 
weight was 141 3/4 pounds, her height 5 feet 
6 3/4 inches. The right lobe of the thyroid was 


line, coinciding with the line of absolute dull- 
ness; relative dullness 14 centimeters. There 
were about 3 extrasystoles to the minute; no 
murmurs. The blood pressure was 218 to 
206/142. The abdomen and the rectal and pel- 
vic examinations were negative. The patellar 
reflexes were slightly accentuated. There was 
no edema of the legs and ankles. The blood was 
not remarkable. Urine: specific gravity 1.009; 
albumin 0.06 per cent by sulphosalicylic acid; 
6 red blood cells per high power field, many 
mononuclears. Two days later the basal metab- 
olism was +10.5, pulse 68 to 70, weight 13914 
pounds. A two hour test showed the specific 
gravity ranging from 1.009 to 1.028, albumin 
0.05 per cent to 0.30 per cent at all tests. An 
oculist reported the pupils normal, fine floating 
opacities in the vitreous, both eyes. The retinal 
veins in several places showed marked compres- 
sion by arteries. There was a well-defined dis- 
seminated choroiditis in both eyes, more in the 
left eye. His diagnoses were choroiditis, ques- 
tion of lues. Wassermann, Hinton and Kahn 
tests by Dr. Hinton were negative. The stools 
were negative for occult blood with benzidine. 

The patient had had diphtheria and measles in 
childhood. She had always been more or less 
dyspneic. She had had three miscarriages. After 
the last one, eight years before admission, she 
was blind for a week. Five years before ad- 
mission she vomited a large amount of blood. 
Otherwise she had always been well until the 
present illness. 

Clinical examination showed a poorly devel- 
oped and nourished, very sick woman, very pale 
and in acute respiratory distress. Only a cur- 
sory examination was made. There were mul- 
tiple ecchymoses over the legs and back and 
a series of fairly symmetrical circular purpuric 
spots from the size of a dime to 5 centimeters 
in diameter, which did not press out. The ton- 
sils were pale. The veins of the neck were dis- 
tended. The chest was flat. The apex impulse 
of the heart was forceful in the fifth space, 1.5 
centimeters outside the midclavicular line. The 
left border of dullness was 9.5 to 10 centimeters 
from midsternum, the midclavicular line 8 centi- 
meters, the right border 3, the supracardiace dull- 
ness 5.5. Murmurs were very indefinite because 
of respiratory distress and groaning, but there 
was a fairly definite pericardial friction rub. 
The blood pressure was 225/135 to 178/55. The 
radials were very sclerotic, the brachials tor- 
tuous. The lungs were clear in front. There 
were rales at both bases in the back. The abdo- 
men showed evidence of fluid and of a tender 
liver 2 to 3 fingerbreadths below the costal 
margin. No edge was made out. There was 
edema of the legs. The fundi showed blurring 
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of the disks and many fresh and old hemor- 
rhages. The pupils and reflexes were normal. 

The amount of urine was normal on the one 
occasion reeorded. The specific gravity was 
1.016 to 1.020. There was a trace of albumin 
at both of two examinations. The sediment of 
both specimens showed leukocytes. One was 
loaded. The first showed one or two red cells 
per field. Blood examination showed 23,000 
to 16,300 white cells, 97 per cent polynuclears, 
hemoglobin 70 per cent, reds 2,650,000, smear 
normal. A Hinton test was negative. The non- 
protein nitrogen was 148. The creatinin was 
6.7 milligrams, the carbon dioxide combining 
power 47.3. 

The temperature was 98° to 102°, the pulse 
120 to 100, the respirations 32 to 9 (morphia). 

On May 14 the patient died. 


CLINICAL DIscUSSION 
BY RICHARD C. CABOT, M.D. 


NOTES ON THE HISTORY 


Dr. Cazot: Of course we never should make 
a diagnosis of ‘‘nervous breakdown’’ at that 
age with a blood pressure over 200, because ex- 
actly the same nervous symptoms can occur with 
hypertension as with the unknown disease called 
‘“‘nervous breakdown’’. 

We should like to know more about the ‘‘stom- 
That is one of the vaguest terms any- 


ach’’. 
one can use. I assume they mean the epigas- 
trium. The pain there makes one wonder 


whether there has been a blocked coronary. 

Need we suppose anything else than hyperten- 
sion to account for the whole present illness? 

She had influenza the year of the epidemic, 
the last very big epidemic. 

The blood pressure is the most significant and 
important finding in her physician’s report. 

A basal metabolism of +-10.5 is very little con- 
sidering how much we have to suggest thyroid 
disease. 

If there is any relation between choroiditis 
and hypertension I do not know it. The cho- 
roiditis is a separate affair so far as I know. We 
have to look of course for evidence of the lues 
which has been suggested by the oculist. 

‘‘She had always been more or less dyspneic.”’ 
That is a queer statement; I do not know what 
to make of it. 

The fact that she was blind for a week after 
her last miscarriage suggests that there may be 
something wrong with the kidneys that goes 
back eight- years. 


NOTES ON THE PHYSICAL EXAMINATION 


Of course we use the word ‘‘sick’’ in rather 
a local sense. When an Englishman says ‘‘sick’’ 
he means nauseated. He does not mean in the 
least what we mean. When we say the patient 


-% ‘ very sick’’ we mean we think he is going 
die. 

I suggested earlier that the pain might be due 
to coronary block. If it was, this ‘‘ pericardial 
friction’’ would strengthen that probability. 

Sclerotic radials are remarkable at thirty- 
three. 

We must find some cause if we can for that 
polynuclear leukocytosis. 


DIFFERENTIAL DIAGNOSIS 


The outstanding fact is hypertension, with 
presumably a nephritis. I do not know how we 
can possibly doubt it. It is presumably of the 
hypertensive rather than the glomerular type. 
Of course in people of thirty-three one sees the 
glomerular type oftener than in later life. I 
do not see anything else to suggest it. Beyond 
that I do not think I can go with any accuracy. 
Did she have an acute pericarditis? It is quite 
possible. There are many cases where a friction 
rub is heard and no pericarditis is found, and 
many with no rub where pericarditis is found. 
Our batting average is one in five right on that. 
There is no diagnosis on which we go wrong 80 
often as acute pericarditis. The kidneys should 
not be greatly diseased. They should show pas- 
sive congestion. How much of a part the thyroid 
plays I do not know,—not much I should think. 
We never had evidence of any marked. increase 
in metabolism. <A little increase in metabolism 
in any heart case is common. What was the 
hemorrhage into the stomach? I do not know. 
I can only say that in hypertension hemorrhage 
is common in various parts of the body. It 
would not surprise me if we never knew to 
what that hemorrhage into the stomach was due. 

A Stupent: Do you think the ecchymoses 
were due to increase of venous pressure? 

Dr. Capot: I think they are of the type that 
we get in chronic nephritis with anemia, whether 
because of venous pressure or not I do not know. 

A StupENnT: Is there enough evidence to put 
in pyelitis there? 

Dr. Casot: I should not say so. This is a 
woman. We do not know that there was a 
catheterized specimen of urine at any time. 

A Stupent: How do you account for the 
high specific gravity ? 

Dr. Casot: She never had it when they tried 
a two hour test; she did not have fixation. All 
we can say is that not every case of nephritis 
does have fixation of gravity. 

A Stupent: If she had pus in the urine 
could it account for the high specific gravity ? 

Dr. Cazot: No, I should not say so, not with 
the amount of pus there is here. 

A Stupent: Do you usually have such a 
high leukocytosis ? 

Dr. Cazot: No, not unless we have an acute 
infection such as pericarditis. I am assuming 
there is acute pericarditis here. 

A Stupent: How do you account for the 
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urine in this case, then? It was loaded with 
pus in one instance. 

Dr. CaBot: In the absence of a catheterized 
specimen I suppose it is a vaginal admixture. 

A StupEnt: Is this symptom of pain in the 
stomach one of the symptoms of a terminal 
_ uremia—epigastric pain? 

Dr. Casot: Abdominal pain I should say. 
Certainly in a good many uremic cases we do 
have abdominal pain. I have sometimes won- 
dered whether it is due to pyloric spasm. It is 
perfectly true that that could account for this 
pain without our supposing any coronary block. 
The evidence of coronary block on the whole is 
not good; it is only a possibility. 

A StupEnt: Could chronic passive conges- 
tion of the liver give that pain? 

Dr. Casot: It is not what one would expect. 
One would expect chronic soreness rather than 
pain. Here it sounds too acute. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Essential hypertension. 
Hypertensive heart disease. 
Chronic nephritis. 
Congestive failure. 


DR. RICHARD C. CABOT’S DIAGNOSES 


Primary hypertension. 

Chronic vascular nephritis. 

Possibly acute pericarditis. 

Chronic passive congestion, general. 


ANATOMIC DIAGNOSES 
1. Primary disease. 


Vascular nephritis. 
Probable old chronic glomerular nephritis. 


2. Secondary or terminal lesions. 


Endocarditis. 

Acute gangrenous enteritis with perforation. 
General peritonitis. 

Pulmonary congestion. 


3. Historical landmarks. 
Colloid goiter. 


PATHOLOGIC DiscuUssION 


Dr. Tracy B. There was a well: 
marked chronic nephritis. The pair of kid- 
neys weighed 175 grams. That is rather small. 
It is unusual for the vascular type of nephritis 
to result in as much atrophy of the kidneys as 
that. It brings them down to 225 or 200 grams, 
not ordinarily much below that. However, on 
the gross appearance we could not exclude that, 
and microscopically practically all the lesions 
we found were in the blood vessels. On the 
other hand the lesions were not those of the 
rapidly progressive or malignant type. She 
was twenty-five when she had her first preg- 


nancy. When we have vascular nephritis in 
young people it is almost always of the malig- 
nant type which runs a rapidly progressive 
course. I am frankly puzzled as to the classi- 
fication of this case. My guess is that she had 
an old glomerular nephritis in childhood which 
predisposed her to vascular nephritis at an 
earlier age than it would otherwise have oc- 
curred. The picture suggests some such process 
as that. 

The immediate cause of death was rather a 
surprise. There was no pericarditis, though 
there was a slight terminal endocarditis. Next 
to terminal pericarditis the commonest finding 
in uremia is colitis, sometimes enteritis involv- 
ing the larger portion of the intestinal tract. 
That was present in this case, in the terminal 
ileum rather than the cecum, and actual per- 
foration had occurred. So she had good reason 
for her abdominal pain. 

The heart weighed 500 grams. The coronary 
arteries were negative. 

The thyroid showed nothing but simple col- 
loid goiter. 


CASE 17502 


RECURRENT ACUTE INTESTINAL OB- 
STRUCTION WITH SPONTANEOUS RE- 
LIEF 


DEPARTMENT 
PRESENTATION OF CASE 


Dr. JoHN B. Sears: This patient was a sev- 
enty-six year old clam dealer who came to the 
hospital September 22 complaining of trouble 
with his bowels. 

Two years before admission he had for the 
first time increasing constipation and pain with 
gaseous eructations. That went on until ten 
months before admission, when he had what he 
deseribed as ‘‘intestinal influenza’’. On fur- 
ther questioning this attack seemed to us typical 
of intestinal obstruction, consisting of severe 
abdominal cramps, obstipation, distention and 
vomiting. After being completely obstructed 
for several days he suddenly and spontaneously 
became better. He stayed in bed at a hospital 
for several weeks and then felt well. Since that 
time he had had two other similar attacks of 
complete intestinal obstruction with spontaneous 
relief of the obstruction. About two weeks 
before he came here he began to have diarrhea 
with tarry stools and colicky pain. 

Physical examination showed a very large man 
who had evidently lost much weight. His blood 
showed marked secondary anemia, 1,900,000 red 
cells and 35 per cent hemoglobin. He had a non- 
protein nitrogen of 45. On examination one 
could feel a tender, firm mass about 5 centi- 
meters in diameter in the right lower quadrant. 
The abdomen was moderately distended. The 
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mass was thought to be in the cecum. X-rays 
were taken which gave further information. 

Dr. AusBrey O. Hampton: This is the first 
ease of this kind I have ever seen in that the 
colon filled in a very unusual manner. I was 
following the barium stream as it ran along the 
sigmoid when it suddenly seemed to go in two or 
three directions. As the splenic flexure filled, 
the ascending colon and also the cecum filled, 
much to my surprise; that is, the transverse 
colon did not fill at all, but the whole right 
side of the colon was full. There was also ba- 
rium in the small bowel which rapidly obscured 
the picture. We could find this huge irregular 
filling defect in the cecum. We could not ex- 
plain the filling of the small bowel, but I thought 
that the filling of the right colon was due to 
a huge fistula into the cecum probably due to 
carcinoma. 

Dr. Sears: A preoperative diagnosis of car- 
cinoma of the cecum was made and a prelim- 
inary transfusion was given. Under spinal an- 
esthesia exploration was done. The mass in the 
right lower quadrant was found to consist of 
the cecum with the sigmoid attached to it. A 
loop of the ileum several feet proximal to the 
ileocecal valve was also found to be attached 
to this mass. The entire mass was mobile. There 
was no evidence of distant metastases. How- 
ever, because of his condition it was thought 
that only a palliative procedure was advisable 
at this time. Anastomosis of the ileum to the 
transverse colon was done, and just above the 
obstruction of the sigmoid a colostomy was made. 

The next day the patient had some tracheal 
rales. He was digitalized and did fairly well. 
On the third day after operation while on the 
bedpan he suddenly died. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD) 


Carcinoma of the cecum. 
Pulmonary embolism. 


ANATOMIC DIAGNOSES 


Carcinoma of the sigmoid with extension to 
the cecum and the ileum and two spon- 
taneous anastomoses. 

Arteriosclerosis. 

Hypertrophy of the heart. 


PatHoLogic Discussion 


Dr. Tracy B. Matuory: The process in this 
man’s intestinal tract was of unusual complex- 
ity and is somewhat difficult to describe. On 


cum, sigmoid and two loops of terminal ileum 
were all involved in an apparently inextricable 
tangle. After nearly an hour of patient dis- 
section, however, we were able to make out a 
huge cystic cavity the walls of which were 
wholly composed of tumor tissue. Into this 
single cavity opened both loops of ileum, the 
cecum and the sigmoid. The appearances sug- 
gested that the original lesion was an ulcerat- 
ing cancer of the sigmoid, the latter probably 
being anomalous in location and lying on the 
right instead of the left of the pelvis. The tu- 
mor had become adherent to and later ulcerated 
into the cecum. Then at a still later date spon- 
taneous anastomoses had occurred in similar 
fashion with the two loops of ileum. Finally 
the growth had closed off the ileocecal valve. 
The clinical history tallies nicely in its record 
of repeated attacks of intestinal obstruction. 
The spontaneous cure of each of these attacks 
probably corresponds with the spontaneous de- 
velopment of a new anastomosis by the ulcerat- 
ing tumor. The radiologists had found one 
of the anastomoses, that between the sigmoid and 
the cecum, but had missed the others. 

At the time of his final admission he was 
again showing symptoms of obstruction with 
marked distention. The surgeon naturally as- 
sumed that the inoperable tumor mass was caus- 
ing the obstruction and did a short-circuiting 
operation, thus adding still another anastomo- 
sis to this already labyrinthine intestinal canal. 

The only other findings of importance were 
marked cardiac hypertrophy and arteriosclero- 


sis. 

Dr. Sears: I think it is only fair to say that 
the anastomosis was done because of the disten- 
tion found at operation. If the spontaneous 
anastomoses were functioning well, why was it 
that his abdomen was rather distended when 
he came in? He really had subacute obstruc- 
tion. 

Dr. Matuory: I think it is a good deal to 
ask that as many and as complicated anastomo- 
ses as these should work physiologically and 
effectively. I do not feel at all surprised that 
symptoms of obstruction were present in spite 
of the wide open stomata of the various anas- 
tomoses. 

Dr. Hampton: I should like to know how 
the ileocecal valve was obstructed if the cancer 
started in the sigmoid. 

Dr. Matuory: I think it was primary in the 
sigmoid in all probability, but the tumor had 
grown into the walls of all the various adherent 
viscera to a considerable extent, several centi- 


opening the abdomen we found a huge tumor 
mass in the right lower quadrant in which ee- 


meters in each direction. 
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FURTHER PROLONGATION OF LIFE 


Surcreon General Cumming, in a recent re- 
view of our national public health activities in 
The United States Daily, points out the advances 
that have already been made in the prolonga- 
tion of life and confidently anticipates further 
progress to come. In Europe during the Middle 
Ages, as in India today, the average duration 
of life was only about twenty to twenty-five 
years. One hundred years ago it had risen to 
somewhere between thirty-five and forty years, 
and fifty years ago life expectancy at birth in 
the United States was forty-three years. Dur- 
ing fifty years the most spectacular stride has 
been made, for life expectancy has now reached 
fifty-eight years at birth. This expectancy, of 
course, increases with added years, as the fol- 
lowing table shows, made up of mortality rates 
in 1928: 

At birth. 58 

| 


DT 16 


The greatest reduction in deaths has natural- - 
ly been made among children, and this fact ob- 
viously helps to account for the increased death 
rate at older ages, from cancer and the degener- 
ative diseases such as heart disease, vascular dis- 
ease and diabetes. More of our population is 
surviving its early years and reaching an age 
where it succumbs to these maladies of later life. 
The prevention of these diseases is now one of 
our chief concerns. 

The work of the Public Health Service of the 
United States Government in achieving this sav- 
ing of life cannot be overestimated. Border pa- 
trols are maintained for the exclusion of such 
communicable diseases as cholera, typhus fever, 
yellow fever and plague. Malaria and hookworm 
eradication goes on unceasingly; pellagra is 
being constantly combated, and new ways have 
been discovered for its prevention and cure. 
Research work is in progress to discover means 
of overcoming cancer, not in the limelight of 
publicity but slowly, painstakingly and scien- 
tifically. The National Institute of Health at 
Washington is constantly testing the serums, 
antitoxin and vaccines made by state and com- 
mercial laboratories in the effort always to pro- 
tect and prolong the lives and health of our citi- 
zens. 


THE EFFICACY OF VACCINATION 


Paris had no cases of smallpox in 1930 be- 
cause this city is one of the best vaccinated mu- 
nicipalities of the world. 

The record of primary vaccinations showed. 
that eighty per cent. were successful. Nearly 
all infants are vaccinated before three months 
old as shown by the record of the Paris Publie 
Health Service which applied this treatment to 
33,366 of the 40,108 born in 1930, and also about 
4921 children eleven years of age were similarly 
treated by the bureaus of charity and the hospi- 
tals. Two routine revaccination periods are 
held each year in the schools of Paris, especial 
attention being paid to the unsuccessful vaccina- 
tions. 

All men who are enrolled in the Army are 
vaccinated before entering the service and those 
who are exempt from military service and are 
entering administrative services, trades or indus- 
tries have to submit to this treatment. 

Not a single case of postvaccinal encephalitis 
has developed in Paris. It seems strange that 
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this important protective measure should be 

more popular in Paris than in this country. 1 

may be that the French have more respect for 

neon opinions than is found in the United 
tates. 


THE ASCHHEIM-ZONDEK TEST 


THE dependability of the Aschheim-Zondek 
test seems to have been established by the re- 
‘ports of independent investigators which indi- 
cate that it is reliable in about ninety-eight per 
cent. of cases. 

This means that there is almost a certainty 

of a correct diagnosis of pregnancy by the time 
of the first omission of the catamenia following 
conception. It becomes negative in about seven 
days after delivery or the death of the fetus. 
. Special application of the test is indicated 
where for any reason it is important to know 
whether pregnancy exists, the death of the fetus 
has occurred, ectopic pregnancy or chorionic 
epithelioma is suspected. 

This work is being done at the Massachusetts 

General, the Boston City, the Beth Israel and 
the Massachusetts Memorial Hospitals. In ad- 
dition a member of the staff of the Boston Dis- 
pensary is making the test in his private office. 
- In seeking information through this test one 
should supply fifty ¢c.c. of first morning urine 
and the report may be ready within forty-eight 
hours. 
- Physicians should secure from the laboratory 
a bottle containing preservative and a card to be 
filled out. So far as has been ascertained the 
charge is usually ten dollars. 


THIS WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


Dauanp, Ernest M. A.B., M.D. Harvard 
University Medical School 1918. F.A.CS. 
Chief of Staff, Pondville Hospital. Chief of 
Service, Surgical Out-Patient Department, 
Massachusetts General Hospital. Surgeon, 
Huntington Hospital. Instructor in Surgery, 
Harvard Medical School. His subject is ‘‘Plas- 
tic Reconstruction of the Lower Lip.’’ Page 
1131. Address: 483 Beacon Street, Boston. 


Luoyp, Mmron S. C.M., M.D. McGill Uni- 
versity Faculty of Medicine 1924. Assistant 
Physician, St. Luke’s Hospital, Out-Patient De- 
partment. Assistant, Upper Respiratory Tract 
Division, St. Luke’s Hospital, Out-Patient De- 
partment. Consulting Bronchoscopist, Staten 
Island Hospital, New York, N. Y. His subject 
is ‘‘On the Etiology of Bronchiectasis.’’ Page 
1143. Address: 30 West 59th Street, New 
York, N. Y. 


D—D’Errico, M.D. Tufts College Medi- 


e?l School 1923. Assistant Junior Visiting Sur- 
geon, Cambridge City Hospital. Assistant to 
Visiting Surgeons for Gynecology and Obstet- 
rics, Boston City Hospital. Assistant Obstetri- 
cian, Lawrence Memorial Hospital, Medford, 
Mass. Instructor in Obstetrics, Tufts College 
Medical School. His subject is ‘‘Primary Tor- 
sion of the Great Omentum.’’ Page 1147. Ad- 
dress: 27 Bay State Road, Boston. 


GRABFIELD, G. Pune. A.B., M.D. Harvard 
University Medical School 1915. Associate in 
Medicine, Peter Bent Brigham Hospital. Con- 
sultant in Medicine, Boston Psychopathic Hos- 
pital. Instructor in Pharmacology, Harvard 
Medical School. Address: 319 Longwood Ave- 
nue, Boston. Associated with him is: : 

CAMPBELL, A.G. A.B. Radcliffe College 1928. 
Junior Chemist, Boston Psychopathic Hospital. 
Address: Boston Psychopathic Hospital, Bos- 
ton. Their subject is ‘‘A Note on the Relation 
Between Blood Cholesterol and Basal Metabolic 
Rate.’’ Page 1148. 


Bascock, Harotp L. M.D. Boston University 
School of Medicine 1910. F.A.C.S. Assistant 
Professor of Otology, Boston University School 
of Medicine. Surgeon, Ear, Nose and Throat 
Section, Massachusetts Memorial Hospitals. His 
subject is ‘‘Mastoiditis in Scarlet Fever: An 
Analysis of 2,000 Cases at the Haynes Me- 
morial Hospital.’’ Page 1149. Address: 416 
Marlborough Street, Boston. 


THE BOSTON MEDICAL LIBRARY 
OPENING OF THE MORTON PRINCE 
ROOM 


WitHovut ceremony or formal dedication, a 
noteworthy event has recently taken place at 
the Boston Medical Library in the throwing 
open, for the immediate use of members, of the 
Morton Prince Room founded in memory of 
Morton Prince, who was for many years a de- 
voted friend and patron of the Library. 

This room, within the walls of what was for- 


merly the Periodical Room, now shows a 


changed appearance which will astonish those 
familiar with its former state, and can but im- 
press all observers with convincing evidence of 
the generous thought of Mrs. Prince, manifested 
through the skill and taste of Mr. R. A. Fisher 
who designed the improvements. 

On the shelves will be found not only selected 
books from Dr. Prince’s own library but also 
appropriate assignments from the general collec- 
tion. 

Here are easy chairs, good light and ventila- 
tion, full library facilities, telephone connection 
and smoking privilege. 

The Library has been truly honored in the 
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power thus granted for extending comfort and 
convenience to its members. 
JOHN W. 


AUSTIN FLINT, M.D. 
1812-1886 


Dr. Austin Fuint, the ‘‘ American Laénnec’”’ 
as he was termed by Da Costa, one of his con- 
temporaries, stamped his personality upon the 
medical records of his time in ineffaceable char- 
acters. Like so many of the masters of Ameri- 
ean Medicine his prominence in the profession 
was in no small measure due to the sterling 
worth of his character, and throughout his long 
career as a practitioner, investigator and teacher 
it was his integrity that stood out so conspicu- 
ously in all his relations to patients and con- 
sultants, to co-workers in the research field and 
to the multitude of students who cherished the 
memory of their association with him as their 
professor. The groundwork for this character- 
istic was laid in his Puritan ancestry. In the 
year 1638 Thomas Flint came to America from 
Derbyshire in England and settled in Coneord, 
Mass. Austin Flint’s great-grandfather, grand- 
father and father were Massachusetts physi- 
cians, practicing in Shrewsbury, Leicester and 
Northampton respectively. 

Austin Flint was born in Petersham, Mass., on 
October 20, 1812. He had the advantage of a 
liberal education, having preceded his medical 
training by attendance at, and graduation from, 
Amherst. From here he entered the Harvard 
Medical School where he secured his degree in 
Medicine in 1833. He was also a private pupil 
of Dr. James Jackson. Following his gradua- 
tion in medicine he practiced for three years 
in Boston and Northampton, going from this 
latter place to Buffalo in 1836. He practiced 
there for sixteen years and showed his facility 
in putting his thoughts into print by publish- 
ing a goodly number of papers in the Buffalo 
Medical Journal, of which he was the founder 
in 1846. During his stay in Buffalo he made 
his first excursion into the fields of medical 
teaching, which he did in 1844 when he went to 
Chicago and taught Clinical Medicine at Rush 
Medical College for one season. In 1847 he 
joined with others in establishing the Buffalo 
Medical College but was persuaded to leave there 
in 1852 for Louisville where he joined the facul- 
ty of the University of Louisville as the Pro- 
fessor of Clinical Medicine. It was here that 
he began a lifelong friendship with Dr. Gross 
of Philadelphia who was also one of the Louis- 
ville faculty. 

Even the most worthy schools of that day 
led a precarious existence and the tenure 
of office for any chair was not likely to be 
for long. In 1856 he was back in Buffalo but 
spent the winters from 58 to ’61 teaching medi- 
cine and attending at the Charity Hospital in 


New Orleans. It was during this short inter- 
val, however, that he took up his permanent 
residence in New York. He was not long there 
before he became associated with the Long Is- 
land Medical College and the Bellevue School 
and Hospital. In both institutions he taught 
Clinical Medicine, at the latter retaining his 
position until his death. As his experience in- 
creased he became a more frequent contributor 
to medical literature, particularly along the 
lines of his special interest in diseases of the 
respiratory and circulatory systems. Though 
he cannot be credited with any important orig- 
inal contributions there have been few who had 
the ability to present more clearly the results of 
observation and study and as a forceful elini- 
eal teacher he has had very few peers. After 
coming to New York his reputation rapidly be- 
came national and patients sought him from far 
and near. By keeping out of the ruts of gen- 
eral practice he was able to find time to reeord 
his observations and his pen was a very busy 
one. He began to keep accurate case histories 
at the very outset of his practice and it has 
been stated on the authority of his son that the 
records of his patients fill sixteen-thousand nine 
hundred and twenty-two folio pages. He had 
a remarkably open mind, in this respect not un- 
like John Hunter’s. He was willing to abandon 
views when he became convinced they were er- 
roneous. He had, in his own thinking, antici- 
pated the role that bacteria were to play in our 
understanding of the etiology of disease and was 
quite prepared to accept the science of bae- 
teriology. Even to the end of his life he did 
not close his mind to new ideas. His principal 
contributions to the art of medicine were his 
observations upon auscultation and percussion 
of the chest. The published work which ¢con- 
veyed most of the results of his experience was 
his ‘‘Treatise on the Principles and Practice 
of Medicine’’ (1866). Besides books and mono- 
graphs he was a frequent contributor, in the 
form of medical essays, to the American Journal 
of Medical Sciences. He was a firm believer in 
the usefulness of instruments of precision with 
which to study the behavior of the organs of 
the body and was a strong advocate of the bin- 
aural stethoscope. Many honors were accorded 
him, notably. the Presidency of the New York 
Academy of Medicine and the American Medi- 
eal Association. Had he lived he would have been 
President of the International Congress of Phy- 
sicians that met in Philadelphia. He held hon- 
orary membership in a number of foreign so- 
cieties and in this country Yale University 
in 1881 recognized his abilities by conferring 
the degree of Doctor of Laws. Socially he was a 
most delightful companion, possessed of charm 
of manner, a polished speaker and writer, a clin- 
ical teacher whose methods were inspiring, a 
consultant equally helpful to the physician, the 
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patient and the family, in fact a man who left 
such an impress upon his times that one of his 
confréres, who wrote a memoir of his life, quoted 
the words of the younger Pliny in conveying the 
thought that he needed no monument, as fol- 
lows: ‘‘Impensa monumenti supervacum est; 
memoria nostra durabit, si vita meruimus.”’ 


MISCELLANY 


TUBERCULOSIS ABSTRACTS 
By THE NATIONAL TUBERCULOSIS ASSOCIATION 


It is estimated that there are in the United States 
about 828,000 cases of active pulmonary tuberculo- 
sis. The total number of hospital and sanatorium 
beds now occupied by tuberculosis patients is 
about 80,000, leaving a remainder of 748,000 patients 
who are either receiving treatment at home or none 
at all. Perhaps mest of those who take the cure 
at home do so because they are not persuaded of 
the advantages of the sanatorium. Others cannot 
enter institutions even though they would because 


2 TO 5 DEATHS 
Number of beds for tuberculosis cases compared with number 


of deaths from tuberculosis—1928. (Exclusive of federal and 
penal institutions and hospitals for the insane.) : 

of inadequate local provisions. A considerable 
number pursue the cure at home on the advice or 
at least with the tacit consent of the physician. 
Paul H. Ringer at the eighty-second annual session 
of the American Medical Association discussed the 
question of home treatment versus institutional 
treatment of pulmonary tuberculosis. Abstracts of 
his paper follow: 


Home TREATMENT VERSUS INSTITUTIONAL TREATMENT 


The uniform success achieved by sanatoria in all 
parts of the country has led to the belief that cli- 
mate counts for nothing and that, therefore, the 
cure may be carried out just as well at home. But 
this attitude overlooks the prime object of the in- 
stitution; namely, the education of the patient. 
Moreover, in the sanatorium, rest is found for the 
mind as well as the body, for there are no respon- 
sibilities and a patient is surrounded by a sym- 
pathetic environment. 

In only a minority of cases will home treatment 
work. Taking the cure is like finding “a way of 
life’ and that way is particularly hard for the pa- 
tient to follow at home. If there is nothing more 
to the treatment than bed rest, reasons the pa- 


tient, he might better be at home. If he has a good 
home, that might be true but the point he overlooks 
is that, in addition to bed rest, there are details one 
learns from physicians, nurses, and other patients, 


the force of example, and the common routine. A ~ 


period of quiet and of relative isolation helps the pa- 
tient to regain his composure, after having been 
upset by the news that he has tuberculosis. He 
makes his adjustment to the necessary and tedious 
inactivity in the company of others who are trek- 
king along the same trail. 

In an institution, the regimen is so planned as 
to make it easy to do the right thing. The patient 
must deliberately step out of line in order to do 
the wrong thing. At home, the patient is forced to 
swim against the tide, for relatives and friends have 
scant realization of the limitations that must be 
placed on the patient. 

The patient at home may obtain bodily rest, but 
relaxation, that is, freedom from mental strain, is 
difficult to secure. He is subject to disturbance by 
(1) the family, (2) friends, and (3) business. 
Family irritation, not rare in health, is aggravated 
in time of sickness. Overanxiety of relatives, a 
deleterious influence even in an illness of short 
duration, becomes a factor of major seriousness 
when exerted over a period of many months. The 
normal chatter and noise of young children ren- 
der the patient’s nervous system taut. At the same 
time, the desire for expressed affection leads 
to many contacts and repeated exposure of the 
child to tubercle bacilli. All the minor  ail- 
ments and petty misunderstandings of the household 
impinge themselves on the consciousness of the pa- 
tient, even in an affluent home and more so in one 
of poor circumstances. 

The control of visiting friends is almost impos- 
sible. Strict visiting hours cannot be maintained. 
If there is a nurse, she is likely to be off duty dur- 
ing several hours in the afternoon, which is the 
time when friends commonly call. The disturbing 
gossip retailed by visitors who stay on and on 
leaves the patient fretful or worn out. Unso- 
licited advice about food and rest and “harmless” 
diversions, such as going to the movies or taking 
an auto ride, undermine the patient’s morale. 

Business associates are a disturbing element. 
Matters come up which by discussion in person or 
over the phone “take only a minute” to settle but 
leave hours of disquiet and worry. Business 
friends drop in when it is convenient to them and 
talk shop, which leaves the sick man unsettled in 
his mind and rebellious at the fact that he cannot 
take an active part. These difficulties, in principle, 
apply with equal force to women patients. 

Most patients do best at an institution some 
distance away from home, say 200 miles. Visits 
of relatives are more difficult and telephone con- 
versations less frequent. A factor to be considered 
is the enthusiasm, anticipation, or hope engendered 
by going away to a favorable environment; this 
the patient cannot possibly have if he simply goes 
to bed amid familiar surroundings. 
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THE DOCTOR SHOWS THE WAY 


The determination to get well is essential. We 
physicians can only point out to the patient “the 
way of life’; mark the highway, warn against 
side roads, steer clear of impassable byways. We 
cannot carry the patient one yard, save in those 
cases in which lung surgery can be employed. 

The author does not advocate sending the pa- 
tient away from home immediately subsequent to 
a diagnosis of tuberculosis. Patients with tuber- 
culous bronchopneumonia and patients who have 
had hemoptysis with subsequent areas of softening, 
accompanied by high fever and evidences of acute 
illness, are much better kept at home until the 
initial acuteness of the condition has subsided and 
they can be moved with relative safety. Nor 
should patients be “railroaded” out of their homes 
without being given time to take in the situation or 
to adjust themselves to what appears to be a cat- 
aclysmic upheaval in their lives. 

The author feels that the great benefits to be 
obtained from leaving home and preferably from 
institutional treatment are as much psychic as 
physical; but in the case of tuberculosis, the psychic 
and the physical are so intimately blended that it 
is next to impossible to evaluate one above the 
other. 

DISCUSSION 

Dr. JAMES ALEXANDER MILLER: The proper regula- 
lation of rest and exercise by which each patient 
gradually learns his individual limitations is the 
most essential element in the system of cure. As 
with many other forms of education, this knowl- 
edge comes only by long persistent effort. Schools 
are more effective than home study or correspond- 
ence courses. A sanatorium is a school for health. 
The patient learns unconsciously from the example 
and experience of his associates. He need not 
learn entirely from his own mistakes, which are 
often costly. Gradually, the knowledge of his lim- 
itations leads him to a habit of life which is in- 
stinctive and consequently no longer irksome. The 
skilled guidance of a trained physician, experi- 
enced in the care of chronic diseases, thoughtful 
of varying temperaments, capable of giving inspira- 
tional guidance, always patient and persistent, 
helps the patient to acquire not only a habit but a 
philosophy of life which enriches his life. 

Dr. A. M. Forster: I was interested in what 
Dr. Ringer said about the difficulties of home treat- 
ment as compared in men and in women. I use 
an illustration in talking to the woman who wants 
to go back to her children. I tell her that if we 
took her husband and put him in his office on a 
cot and told him that all he needed was rest, and 
that he need pay no attention to the bookkeeper 
or to the customers or to his partners or to the 
telephone, and would simply get himself into the 
proper psychologic state and would rest, then that 
situation would be comparable to what the woman 
has to submit to when she attempts to take a rest 
cure in her own home. 

Dr. James M. ANDERS: Treatment in a sanatorium 
some distance from home is more nearly ideal, 


although to remove the patient a long distance has 
certain disadvantages. The force of example as an 
aid to the patient has been underestimated. In 
general, a stay of from nine months to a year is 
required to teach the patient the institutional regi- 
men. When he has mastered that and if he pos- 
sesses average intelligence, the treatment may con- 
tinue at home.— Pulmonary Tuberculosis — Home 
Treatment versus Institutional Treatment, Paul H. 
Ringer, Jour. of the A. M. A., August 8, 1931. 


CONQUERING INFANT MORTALITY 

Of every 1,000 babies born alive in the United 
States 64 died in 1930 before completing the first 
year of life, according to provisional figures of the 
United States Census Bureau for the birth-registration 
area of the United States exclusive of Utah. This 
area now covers all of continental United States with 
the exception of South Dakota and Texas and in- 
cludes approximately 95 per cent. of the country’s 
population. This American infant-death rate, while 
nearly twice that of New Zealand—which holds the 
world’s record for a low infant mortality rate—is 
lower than in previous years. It represents a de- 
crease of 36 per 1,000 since 1915, the year in which 
the birth-registration area was established in this 
country. At that time the rate for the 10 states 
which kept accurate birth records was 100 per 1,000 
live births. Similar improvements in the prevention 
of deaths among babies are indicated by official re- 
ports from many foreign countries, eight of which 
had lower infant mortality rates than the United 
States in 1928, the latest year in which figures for 
at least 26 countries were available. 

Compared with previous centuries, the decrease in 
infant mortality rates all over the world is strikingly 
illustrated in a recently published book by Dr. Ernest 
Caulfield entitled “The Infant Welfare Movement in 
the Eighteenth Century.” In it he calls attention to 
the impressive decrease in the deaths of young chil- 
dren in England. Official English reports of deaths 
for the 20-year period following 1730 are quoted as 
indicating that 600 out of every 1,000 babies died be- 
fore the completion of their second year of life, and 
750 died before the completion of their fifth year. 
For the 20-year period around the beginning of the 
nineteenth century these deaths had been reduced 
so that of every 1,000 children born, 300 died before 
they reached the age of 2 years and 410 children 
before the age of 5 years—a reduction which a sta- 
tistician of the early nineteenth century character- 
ized as “one of the most remarkable phenomena of 
modern times”.—U. 8. Children’s Bureau. 


TRACHOMA IN KENTUCKY DECLINES 

According to reports by the Kentucky Health De- 
partment more than 7000 of its citizens formerly suf- 
fering with trachoma have been restored to normal 
sight. 

In 1912 there were in this state about 50,000 cases 
of trachoma. At present the number probably does 
not exceed 3000. This has been brought about by the 
work of a state bureau and clinics in localities 
where the disease was prevalent. 
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A RADIO MESSAGE PREPARED AND SPON- 
SORED BY THE COMMITTEE ON PUBLIC 
EDUCATION OF THE MASSACHUSETTS 
MEDICAL SOCIETY FOR THE DEPARTMENT 
OF PUBLIC HEALTH : 


ACCIDENTS IN THE HoME* 


For many years we have heard a great deal about 
the prevention of accidents on the highway. Great 
organizations have sprung up to prevent this mul- 
titude of automobile catastrophes. In industry, 
safety devices and methods have been studied and 
installed to reduce the number of accidents in the 
shop and in the factory. But I think that the most 
neglected field of accident prevention is in the 
home. 

It is not generally realized that there are such 
a large number of home accidents. The National 
Safety Council believes that in the year 1928 there 
were as many accidents in the American home as 
there were in all of our mills and factories com- 
bined. 

What are these accidents that happen in the 
home? What is the-nature of these injuries? What 
shall we do to prevent them? I will describe four 
types of common home injuries and tell you about 
one injury of each kind that I treated recently. The 
lessons to be learned are obvious. 


First: Falls are by far the most common ac- 
cidents occurring in the home. They represent 
about 40% of all home accidents. Falls from stairs, 
steps, falls on floors and rugs, falls on uneven 
ground, falls on ice, falls from ladders, tables and 
chairs, even falls in bathtubs. 

Broken bones are common, especially in elderly 
people. These are serious and crippling injuries. 
Many of them occur from a fall on a rug or on un- 
even places on the floor. These injuries are serious, 
painful and of a long duration. When Grandmother 
tries to hang window curtains by climbing on a 
stepladder that Grandfather gave her for a wedding 
present forty years ago, accidents are sure to occur. 

When mother tries to hang pictures by standing 
on the arm of a rocking chair or climbing on a 
flimsy table, broken bones are the direct result. 

Every week these unfortunate people with broken 
hips and other bones are seen. Every day mothers 
have to give up the care of their families to nurse 
injuries caused in these ways. 

Case I. Mrs. A. B. C.—Aged 60 years. Just fell 
on a wet kitchen floor. She went down with a dread- 
ful crash. She could not get up. They took her 
to a hospital. She had a broken hip. After 12 
weeks in a plaster cast she was able to be up in a 
brace. Now after six months she is able to walk 
about with the help of two canes. At the end of one 
year she may walk fairly well. She didn’t notice 
the wet spot. 

To prevent falls use your head when you use your 
feet. 


*Broadcast November 19, 1931—Station WBZA—4:50 P. M. 


The next important group of home accidents are 
the cuts from sharp instruments and broken glass. 
These may or may not be serious but they require 
careful attention; the wound must be cleansed, 
sterilized and generally sutured. The great danger 
of these wounds is that they may become septic or 
infected. 

Careful immediate care by a physician is the saf- 
est and surest method of preventing sepsis. Pre- 
vent cuts by care and caution. 


Case II. Mrs. C. D. E. was washing the dishes. 
She had some pieces of soap in a glass jar and as 
she reached to get them the jar broke. She cut her 
wrist on the broken jar cutting her artery and some 
tendons. There was an operation, infection fol- 
lowed and the stitches came out which caused 
weeks of loss of use of the hand and unhappiness 
resulting. 


The next most common injury is the burn; from 
stoves, steam and hot water, the kettle of fat on 
the edge of the stove, the basin of boiling water 
that can be reached by a four-year-old child. In 
children these burns are serious and disfiguring. 
The treatment of burns is prolonged and often pain- 
ful. In most American hospitals today these burns 
are treated either with tannic acid, which tans the 
burned and dead tissues or with paraffin wax, which 
was used during the war. This last seals the burned 
area, keeping out the air and diminishing the pain. 

The old saying “a watched pot never boils” is all 
wrong. The safety truth is, “A watched pot never 
boils over to cause serious injuries.” 


Case III. There is a little child in the hospital 
now. She was young and curious, maybe hungry 
and while mother’s back was turned she reached 
and tipped a dish of boiling water directly onto 
her chest, abdomen, and shoulder. 

She has been seriously, yes, almost fatally burned; 
but is now better. It has taken weeks and weeks 
of treatment. 


The least common but by far the most serious 
class of injury is sometimes called ‘Poisons in the 
Pantry.” Lye, a powerful cleaning solution, caus- 
tics, acids, and other poisons which are left about 
in the pantry or medicine chest, often find their way 
into the mouths of the inquisitive children. These 
burns of the mouth and throat and esophagus, which 
is the tube connecting the mouth with the stomach, 
are severe and the scars which they form often 
completely close this tube, making it difficult and 
sometimes impossible to swallow food. The treat- 
ment of these terrible injuries often requires years 
of time. Keep labels legible, read them before 
using, and keep such things out of children’s reach. 
Lye looks like rock candy, but it is a terribly cor- 
rosive poison. Keep it six feet off the floor. 

The knowledge of these home hazards and safe 
practices should be taught to every father and 
mother in America. 
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AWARD OF THE BALY MEDAL 


An interesting ceremony took place at the Royal 
College of Physicians of London on Thursday, No- 
vember 12, when, at an informal Comitia of the 
College, the Baly Medal was awarded to Dr. W. B. 
Cannon, professor of physiology at Harvard. The 
award is made by the College every alternate year 
“to the person who is deemed to have most distin- 
guished himself in the Science of Physiology espe- 
cially during the two years immediately preceding”. 

The President of the College, in a short address 
before presenting the medal, outlined Professor Can- 
non’s work, showing him to be a worthy recipient 
of the honour now to be bestowed. “We are gath- 
ered,” said Lord Dawson, “in, alike, informal and 
friendly fashion to do honour to a distinguished 
worker who has made notable contributions to our 
knowledge. Those contributions taken together are 
a@ monument of industry and achievement. Hardly 
a@ year has passed, since Professor Cannon took his 
M.A. degree in 1897, but has shown a harvest from 
his labours. Any effort to set forth these achieve- 
ments would become a bibliographical recital, rather 
than a welcome. I will therefore refer to such pieces 
of his work as would appear to be landmarks. What 
I may call his first period was from 1898 to 1910 
and concerned itself with the experimental study 
of the movements and digestive activities of the ali- 
mentary canal by the application of the Réntgen 
rays with opaque substances—either swallowed or 
injected. This work originated in an investigation 
of the movements of the esophagus in birds, when 
an opaque emulsion was watched passing downward 
to the stomach of the goose. Think where that work 
has led us. It has extended, even recast our knowl- 
edge of digestion, and in the region of practice has 
enriched the resources of every branch of medicine. 
Is it not fitting that the name of Cannon should be 
in the company of two former Baly medallists—viz., 
Pavlov and Starling? And I am gratified that many 
radiologists are present to greet one of the parents 
of their craft. In the second period of his work 
Cannon passed to a study of the effect of emotional 
states on gastro-intestinal function and thence to 
the investigation of the physiology of the adrenals— 
the association between adrenalin and such states 
as fear, anger, and hunger. These researches by 
Cannon and his colleagues were summated and made 
known in 1915 to the scientific world in the book 
‘Bodily Changes in Pain, Hunger, Fear, and Rage,’ 
and to a wider public in certain U. S. A. newspapers 
under the heading ‘Professor states angrier you are, 
sweeter you are,’ referring to the fact that blood- 
sugar increases when adrenalin is set free. And 
then came the war, and here Professor Cannon gave 
expression to the feelings of the medical profession 
in his country, which, quicker to see, did so much 
to make their country understand and ultimately aid 
the cause of the Allies. He worked first in a C. C. S. 
on the British Front and later with our friend Gen- 
eral Finney of the U. S. A. Army at Dijon. Since 


the war Professor Cannon has been engaged in re- 
search into the functions of the sympathetic nervous 
system, including the relative parts played by the 


sympathetic nerves and the internal secretions. A - 


survey of this work—so close to problems in the 
practice of medicine—was given last year in a form 
most appropriate ‘The Linacre Lecture.’ When there- 
fore this College decided with concordant voice to 
confer on Professor Cannon the Baly Medal it felt 
itself to be giving honour to whom honour is due 
and tribute to whom tribute. 

“At the time of the spiritual birth of this College, 
England was the seat of changes even more profound 
than those which engage us now and as we emerged 
then into the light of a greater day so we shall 
emerge now. The greatness of this College is in 
large measure due to the circumstances of that birth. 
(What is in the bone is sure to come out in the flesh.) 
Its spiritual founders, Linacre, and through him, 
Colet—Sir Thomas More and the great Erasmus were 
leaders of the new learning in England, and implant- 
ed in us the strength and spirit of that learning. 
Nor would I like Professor Cannon to associate our 
Founder King Henry VIII with that expansive and 
uncomely figure shown in the portrait we possess. 
When the King founded this College he still, in a 
measure, preserved the tall, athletic handsome fig- 
ure, the forceful and persuasive charm and the mind 
of the scholar, qualities which belonged to him at 
the time of his accession. Though he married often 
he was only in love once, and his policy laid the 
foundations of that freedom of conscience of which 
the English-speaking world is today the proud ex- 
emplar. 

“To present to you, Professor Cannon, therefore 
this symbol of our admiration and esteem within 
the walls of the College gives us an added pleasure; 
and that you should have wished it thus arouses’ 
@ warm response in our hearts. We give you this 
Medal in the setting of our Library with its treas- 
ures dating back to the earliest days of printing— 
with portraits of the great men of the past around us 
and, as it were, speaking to us, and with the immor- 
tal Harvey looking down upon us. I feel myself put- 
ting you in Apostolic succession with them in hand- 
ing you this Medal which carries with it the grati- 
tude and affection of your London confréres, and is 
an emblem of the understanding and friendship | 
which unite the medical profession, in your country 
and ours.” 


Professor Cannon, in reply, alluded amusingly to 
the fact that over and over again researches which 
had been carried on in one direction had proved by 
accident fruitful in another, and this had occurred 
to him; and he pointed out that the director of a sci- 
entific institution should always remember that the 
stimulus to work and the active coéperation received 
from students and collaborators must be taken into 
account when an individual is selected for personal 
reward. 

A large and representative company of the Fellows 
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were present during the ceremony.— The London 
Lancet. 


ABSENCE FROM SCHOOL BY SEXES 


A study by the Public Health Service shows that 
girls lose more time from school on account of ill- 
ness than is the case with boys, as shown in thirteen 
localities in Missouri where the school days lost by 
one hundred children was 1042 by girls and 966 by 
boys. Taking into account causes of absenteeism 
other than illness, however, the boys lost more time 
than girls. The average time lost per school year 
per child, in Hagerstown, Maryland, was 13 days of 
which 7.4 days were due to illness. 


CHILD ACCIDENTS CAUSE BLINDNESS 


Almost one-tenth of all blindness in institutions is 
due to accidents in childhood, according to the Na- 
tional Society for the Prevention of Blindness. The 
society has undertaken a study of the types and 
causes of eye accidents in childhood and is also ex- 
amining city ordinances concerning such outstand- 
ing causes as firecrackers, air rifles, and bean shoot- 
ers. The facts will then be placed before the public 
and the State legislatures.—U. 8. Children’s Bureau, 
Bulletin of the World’s Children. 


THE FUTURE OF THE NATION DEPENDS ON 
THE PROPER TRAINING OF CHILDREN 


The sentiment contained in the heading above 
was emphasized by Dr. Ray Lyman Wilbur in an 
address before the Virginia State Conference on 
Childhood and Youth, November 24. He felt that al- 
though there will be no fundamental changes in the 
mental and physical equipment of children, the 
necessity of establishing and maintaining whole- 
some and simple homes must be accepted as the es- 
sential influence employed to offset the complicated 
problems of modern life. The changed relation of 
parent and child seems to be that the child is the 
inheritor of all that has been brought together to 
form the nation rather than the physical possession 
of the progenitors, and it must be generally recog- 
nized that the prevention of the difficulties of child- 
hood must be brought about by experts in showing 
how to control behavior, relieve handicaps, and 
protect the nervous system. He closes with these 
words: 

“The Children’s Charter’ lays out before us a 
definite goal which cannot be achieved in any one 
day or year, or perhaps in any one generation, but 
by keeping it constantly before us and by striving 
to meet the ideals and standards which it raises 
we can go far in preserving our children and in 
preparing them for the absorbing and complicated 
tasks of a civilization of great promise.” 


THE FEDERAL GOVERNMENT WILL SPONSOR 
AN INTENSIVE STUDY OF DISEASES 
“Announcement of extensive research studies in 
cancer, common colds, heart disease, influenza, 


pneumonia and infantile paralysis under govern- 
mental authority has appeared in the daily press. 

The program will be carried on by the National In- 
stitute of Health at Washington as explained by the 
Executive Director, Ex-Senator Joseph EB. Ramsdell 
at the annual dinner of the Radiological Society of 
North America December 3. 

This Institute is the research department of the 
Public Health Service and it is claimed that in this 
institution there are centered the resources for 
combating disease, through marshalling of the na- 
tion’s experts in the various scientific flelds under- 
lying medicine. 

Officers of the Radiological Society elected at this 
meeting are: 

Byron H. Jackson, M.D., of Moses Taylor Hospi- 
tal, Scranton, Pa., the new president-elect, who will 
officiate next year, Francis Carter Wood, M.D., of 
Columbia University president this year, Donald S. 
Childs, M.D., of Syracuse University school of 
medicine, elected secretary-treasurer, vice-presidents 
W. Herbert McGuffin, M.D., of Calgary, Canada; 
Col. Henry C. Pillsbury, chief of the United States 
army x-ray service, stationed at San Francisco, and 
John D. Camp, M.D., of the Mayo Clinic, Rochester, 
Minn. 

Leon J. Menville, M.D., of New Orleans was elect- 
ed chairman of the executive committee, 


THE DIAGNOSIS OF CANCER 


Dr. Leonidas Charles A. Haffner, a biochemist, 
claims to be able to diagnose the existence of can- 
cer by chemical tests of the waste substances of 
the patient’s body. 

The preliminary announcement appeared in the 
Western Journal of Surgery with the claim that 
the evidence of cancer in cases studied was correct 
up to ninety-two per cent. of more than fifteen 
hundred patients. 


THE APPOINTMENT OF DR. SAMUEL SMITH 
COTTRELL 


Dr. George M. Kline, State Commissioner of Men- 
tal Diseases, has announced the appointment of Dr. 
Samuel Smith Cottrell as Chief Executive Officer of 
the Boston Psychopathic Hospital. 

Dr. Cottrell is a native of Richmond, Virginia, 
where he acquired his early education. He grad- 
uated from the Boston University School of Medi- 
cine in 1914 and conducted a general practice until 
1917 when he entered the United States Army as a 
first lieutenant. 

After the termination of the war he resumed 
practice in Richmond until 1921 when he received 
an appointment on the Staff of the Milwaukee Coun- 
ty Hospital for Mental Diseases. He subsequently 
enrolled for postgraduate study in psychiatry at the 
Harvard University Medical School. 

Following this course he accepted a Staff posi- 
tion at the Bloomingdale Hospital in New York and 
after a short service resigned and visited England 
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and the Continent for further study of psychiatry. 
On returning to this country he was given the posi- 
tion of Assistant Physician at the Medfield State 
Hospital. 

In addition to his hospital work he is an instruc- 
tor at Tufts College Medical School. 

He is a member of the Massachusetts Medical 
Society, the Massachusetts Psychiatric Society, the 
New England Society of Psychiatry and the Amer- 
ican Psychiatric Association. 


A MORE POWERFUL MICROSCOPE 


Reports are current that Dr. Royal Raymond Rife 
of San Diego, California, has developed a microscope 
credited with magnification up to 17,000 diameters 
which will, it is hoped, make visible forms of bac- 
teria hitherto unrecognized. Six quartz lenses are 
used in this instrument and staining of micro- 
Organisms can be dispensed with. 


TECHNIC FOR TESTING THE VISION 
OF CHILDREN 


Boston, Mass., December 1—At the invitation of 
the Massachusetts State Department of Public Health 
and the State Department of Education, a special 
technic for testing the vision of children under 
school age will be demonstrated in seven Massachu- 
setts cities by Miss Mary Emma Smith, of New York 
City, Director of Nursing Activities of the National 
Society for the Prevention of Blindness. 

Miss Hazel Wedgwood, R.N., Director of Nursing 
Service in the Boston Health Department, arranged 
for a special demonstration by Miss Smith before 
the staff of municipal public health nurses here on 
Friday afternoon, December 4; Miss Helen F. 
McCaffrey, R.N., Supervising Nurse of the Depart- 
ment of School Hygiene, arranged for a demonstra- 
tion by Miss Smith before the school nurses here 
on Saturday morning, December 5.—From the Na- 
tional Society for the Prevention of Blindness, 450 
Seventh Avenue, New York City. 


<=> 


RECENT DEATH 


SHAW—Dr. JOHN WiLLIAmM SuHaAw, school physi- 
cian of Newburyport, a Fellow of the Massachusetts 
Medical Society, died at St. Elizabeth’s Hospital, 
Brighton, December 5, 1931. 

He was born in Amesbury, Massachusetts, in 1875, 
was a graduate of the Baltimore Medical College 
in 1906, settled in Newburyport and joined the 
state medical society in 1909. He is survived by a 
widow and three children. 


NEWS ITEMS 


THE APPOINTMENT OF DR. ARTHUR N. BALL 
AS DIRECTOR OF THE DIVISION FOR THE EX- 
AMINATION OF PRISONERS—Dr. Arthur N. Ball 
has been promoted from the position of Executive 
Officer of the Boston Psychopathic Hospital to that 


of Director of the Division for the Examination of 
Prisoners of the State Department of Mental Dis- 
eases. 


AN HONOR TO DR. TIMOTHY LEARY — The 
American Medical Association has made a financial 
grant to Dr. Timothy Leary to enable him to con- 
tinue his studies on the effect of alcohol and of in- 
sulin upon the deposition of cholesterol in the ani- 
mal body. 


ALVARENGA PRIZE OF THE COLLEGE OF 
PHYSICIANS OF PHILADELPHIA—The College of 
Physicians of Philadelphia announces that the next 
award of the Alvarenga Prize, being the income for 
one year of the bequest of the late Sefior Alvarenga, 
and amounting to about Three Hundred Dollars, will 
be made on July 14, 1932, provided that an essay 
deemed by the Committee of Award to be worthy 
of the Prize shall have been offered. 

An essay intended for competition may be upon 
any subject in Medicine, but must be accompanied 
by a written assurance from the author that it has 
not appeared previously in print, either in whole or 
in part, in any form, and has not been presented 
elsewhere in competition for a prize. The essay 
should represent an addition to the knowledge and 
understanding of the subject based either upon orig- 
inal or literary research. It must be typewritten, 
and in English acceptable for publication without 
necessity for editing by the Committee. Any illus- 
trations should be appropriate and correctly anno- 
tated with the text. Essays must be received by 
the Secretary of the College on or before May 1, 
1932. 

Each essay must be sent without signature, but 
must be plainly marked with a motto and be ac- 
companied by a sealed envelope having on its outside 
the motto of the paper and within the name and 
address of the author. 

It is a condition of this competition that the suc- 
cessful essay or a copy of it shall remain in posses- 
sion of the College; and that it may be published 
by the author with the consent of the College; other 
essays will be returned upon application within three 
months after the award. 

The Alvarenga Prize for 1931 has been awarded 
to Dr. Edgar S. J. King, Melbourne, Australia for his 
Essay entitled: “The Nature of the Stroma of the 
Ovary.” 

JouNn H. Girvin, Secretary. 

19 South 22d Street, Philadelphia, Pa., U. S. A. 


NOTICES 


MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 P. M., on Thursday, December 17, in the 
Amphitheatre of the Peter Bent Brigham Hospital, 
a medical clinic will be given by Dr. Henry A. 
‘Christian, to which physicians are cordially in- 
vited. 


| 
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ANNOUNCEMENT OF THE AMERICAN BOARD 
FOR OPHTHALMIC EXAMINATIONS 


The American Board for Ophtaalmic Examinations 
will hold an examination in New Orleans on Mon- 
day, May 9, 1932, at the time of the meeting of the 
American Medical Association. 

Necessary applications for this examination can 
be procured from the Secretary, Dr. William H. 
Wilder, 122 South Michigan Avenue, Chicago, III., 
and should be sent to him at least sixty days before 
the date of the examination. 


REMOVAL 


Z. B. Adams, M.D. announces the removal of his 
Office to 472 Commonwealth Avenue, Boston. 


INTERNATIONAL MEDICAL POSTGRADUATE 
COURSES IN BERLIN 


These courses are arranged with the help of the 
medical faculty of the University by the Lecturers’ 
Association for medical continuation courses and the 
Kaiserin Friedrich-Haus. 


Courses in March-April 1932: 
Internal medicine (29.2.—5.3.) Fee RM 50.— 
Diseases peculiar to industrial workers with 
special regard to medical supervisors’ activities 
(7.—14.3.) Fee RM 50.— 
Obstetrical-gynecological 
(14.—19.3.) Fee RM 50.— 
Special course for surgery (4.—9.4.) Fee RM 
75.— 
X-ray course (10.—17.4.) Fee RM 80.— 
Single courses on all special fields of medical 
science, including practical work are monthly. 


For the Autumn of 1932 the following courses are 
planned: 
Internal Medicine. Thorax Surgery. Ophthalmology. 
Psychotherapy. Tuberculosis. 

The information bureau of the Kaiserin Friedrich- 
Haus, Berlin NW 6 Luisenplatz 2—4 gives informa- 
tion on all questions relating to the above. 


postgraduate week 


RADIO HEALTH MESSAGES 


Sponsored by the Public Education Committee of 
the Massachusetts Medical Society and the Massa- 
chusetts Department of Public Health. 

Courtesy WBZA. Thursdays at 5:17 P. M. 


December 

17 Pasteurized or Raw Milk 

24 Public Health in the Coming Year 
31 Mental Health 


Stats House Broapcast 
Sponsored by the Massachusetts Department of 
Public Health. 
Courtesy WEEI. Fridays at 12:30 P. M. 
The various activities of the Department are dis 
cussed by the Directors of its nine Divisions. 


Rapio HeattH Forum 
Massachusetts Department of 


Directed by the 
Public Health. 

Courtesy WEEI. Fridays at 4:50 P. M. 

Queries from the public are answered under the 
sponsorship of the Department. 

Questions on Health and Prevention of Disease 
may be sent to: Radio Health Forum, State Depart- 
ment of Public Health, State House, Boston. 


PROGRAM 
SpeciaL oF BroaDcasts 
Sponsored by the Massachusetts Department of 
Public Health. Courtesy WEEI. Mondays at 7:15 
P. e M. 
Health from Zero to Ninety 


December 
14 Health At and After the Prime of Life 
Herbert L. Lombard, M.D. 


House ConrerENce oN CHILD HEALTH 
AND PROTECTION 
Round Tables 
December 
21 Round Table No. 1—Why Another Conference? 
Conducted by George H. Bigelow, M.D. 
28 Round Table No. 2—How Much Care Does the 
Well Child Need? 
Conducted by Mr. Frank W. Kiernan 
1932 
January 
4 Round Table No. 3—Health in Education—Edu- 
cation in Health 
Conducted by Raymond Patterson, Ph.D. 
11 Round Table No. 4—What a Community Owes 
to Its Children 
Conducted by Lila Owen Burbank, M.D. 
18 Round Table No. 5—Unto the Least of These 
Conducted by Mr. Alfred F. Whitman 


THE BOSTON CITY HOSPITAL CLINIC 


The December Clinic at the Boston City Hospital 
will be held in the Surgical Amphitheatre, Decem- 
ber 18, at 8:15 P. M. 

Dr. Reginald Burbank of New York will be the 
speaker of the evening and will talk on Arthritis. 

The discussants will be Dr. William Robey (Medi- 
cal), Dr. G. P. Sanborn (Immunological), Dr. 
Joseph Shortell (Orthopedic). 

COMMITTEE ON CLINICS, 
Boston City Hospital. 


REPORTS AND NOTICES OF 
MEETINGS 


HARVARD MEDICAL SOCIETY 


A special meeting of the Harvard Medical Society 
was held in the Peter Bent Brigham amphitheatre 
on November 17 in honor of Dr. Campbell 
P. Howard, Professor of Medicine, McGill University. 


1, 
2. 
3. 
4. | 
5. 
6. 
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It has been the custom of the Peter Bent Brigham 
Hospital for the past 18 years to invite leading mem- 
bers of the medical profession outside of Boston to 
serve as Physician-in-Chief of the hospital for the 
period of one week each year. Dr. Howard was serv- 
ing in this capacity at the time. He addressed the 
meeting on “Linitis Plastica and Other Rarer Forms 
of Gastric Cancer.” 


Two cases were presented. Dr. Evans showed the 
medical case, a woman of 59, whose chief complaint 
on entry two weeks before was weakness of one 
month’s duration. She had entered the hospital ten 
years before, complaining of dyspepsia for many 
years which was relieved by soda. An abdominal 
mass was palpated. On exploration an ovarian cyst- 
adenoma was removed and the pylorus was re- 
sected for an indurated duodenal ulcer. In the ten- 
year interval she has been in good health, except 
that three years ago she vomited blood, had tarry 
stools, and was weak for a month. For the past 
two years she has lived on a diet consisting almost 
entirely of tea and crackers. 

On physical examination, she showed pale mucous 
membranes, a smooth tongue, a hemic cardiac mur- 
mur, and slight edema of the ankles. Her blood 
studies showed a secondary anemia (red count 2.5). 
Gastric analysis showed a small amount of free acid. 
X-ray revealed a well-functioning gastrojejunostomy, 
and probably a small jejunal ulcer. The case is be- 
lieved to be one of a secondary dietary anemia. 
Progress is satisfactory on a liberal diet and daily 
ferrous hydroxide injections. 

The surgical case was presented by Dr. Lee Ken- 
dall. A negress of 58 entered the hospital with the 
complaint of easy fatigue and loss of weight of a 
year’s duration. Seven months ago she was told by 
a local physician that she had a right lower quadrant 
growth. Five months ago she had pain in this re- 
gion and swelling of the right leg. A swelling ap- 
peared in the lower abdomen and flank which broke 
down, laterally, two months ago, and has discharged 
foul pus since. 

On entry, a mass was found to fill the entire right 
abdomen with a sinus in the loin. The temperature 
was 102°. A barium enema showed a negative colon, 
but a high cecum. Pelvic examination showed this 
large mass to be just above the brim of the true 
pelvis. On the left, another small mass, probably a 
calcified ovarian tumor, was felt. The stools showed 
a trace of occult blood. 

She was transferred to the surgical service with 
the diagnosis of abscess, either perinephritic or ap- 
pendiceal in origin. Exploration was done by in- 
cision just above the inguinal ligament. Much pus 
and colloid material were evacuated. Microscopic 
examination established the diagnosis of colloid car- 
cinoma of the right ovary. This is an unusual case, 
inasmuch as such growths are usually non-infiltrat- 
ing, and because sinuses due to neoplasms are rare. 


Dr. Howard reviewed the cases of gastric cancer 
observed in the past ten years in the Montreal Gen- 
eral Hospital. There were 255 cases, of which 10 


were of the linitis plastica type. In his address he 
reviewed the literature thoroughly, and described his 
own experiences with the disease. 

This rare condition has twenty-six names applied 
to it in the literature, of which linitis plastica and 
leather-bottle stomach are the best known. It was 
first described in the early part of the nineteenth 
century. Brinton applied the term linitis plastica 
in 1857. 

Since it was first described, its etiology has been 
in doubt. Among the various theories of origin may 
be included the belief that it is a diffuse carcinoma, 
that it is the result of chronic inflammation, of syph- 
ilis, of tuberculosis, of chronic passive congestion, 
of lymphatic obstruction, of simple atrophy, and that 
it is the final stage of an advanced gastritis. In 
general, these theories may be reduced to two: (1) 


that it is a type of sclerosing carcinoma; (2) that 


it is a sclerosis, of benign origin. 

In general, two forms of linitis plastica occur, the 
local and the general. In the local type there are 
indurated plaques in different parts of the stomach. 
In the general type, the induration extends over the 
entire stomach, and, at times, into the esophagus and 
duodenum. The gastric wall is greatly thickened, 
will not collapse, and usually is contracted. 

Etiologically speaking, no well-defined group of 
cases exists apart from sclerosing carcinoma. Of 
the ten cases observed by the author, all were of 
this type. 

In these cases, when the stomach is opened, the 
mucosa is gray and thickened. All the coats are 
intact. The most marked change is found in the 
submucosa which may be twenty times the normal 
thickness. The cut surface is bloodless. Ulceration 
and tumor formation are rare. The gastric and mes- 
enteric glands frequently contain metastatic car- 
cinoma. Similar lesions may occur in the small in- 
testine and the rectum. Pressure of metastases on 
veins may produce ascites, edema of the legs, or 
hydrothorax. The liver, spleen, and adrenals may 
be involved, but the pancreas is the organ most fre- 
quently invaded. 

Histologically, the mucosa is normal, or shows 
moderate inflammation. There is great hypertrophy 
of the fibrous elements in all the layers, especially 
the submucosa, serosa, and subserosa. The inter- 
lacing fibrous threads first suggested the title “linitis 
plastica”; they form the most striking feature. In- 
terspersed among the fibrous tissues are found small 
cells with large nuclei. Their origin is disputed but 
is usually regarded as carcinomatous. 

Clinically, linitis plastica is found to occur most 
frequently from the ages of forty to seventy, al- 
though all age groups from 20 to 90 have shown a 
few cases. Preéxisting disease is of no importance 
in its development. In this series, tuberculosis was 
striking by its absence, there were no cases of vis- 
ceral syphilis, and both alcoholism and previous gas- 
tric disease seemed to be unimportant. The influ- 
ence of heredity was striking in this group; for near- 
ly all had a family history of cancer. 

Symptoms may be absent until a late stage. There 
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is usually a story of long-continued dyspepsia of in- 
sidious origin, followed by anorexia, vomiting, 
anemia, pain and tenderness, cachexia, and death. 
The vomiting becomes continuous; and the quantity 
rather than the type of food taken is important. The 
anemia is constant and may resemble that of per- 
nicious anemia. Hemorrhage is rare, but may occur 
from congestion of the mucosa. Gastric analysis 
usually shows a complete achylia or a greatly re- 
duced acid content. 

The diagnostic finding on physical examination is 
the presence of a transverse sausage-shaped tumor 
in the epigastrium. X-ray examination usually es- 
tablishes the diagnosis. The esophagus is enlarged, 
the stomach is typically contracted and empties rap- 
idly without gastric peristalsis. 

The differential diagnosis of the benign and ma- 
lignant forms is extremely difficult. A slower course, 
absence of hematemesis, and of metastases are the 
important features of the former. 

Medical treatment is palliative. Surgery offers the 
only hope. Total or partial gastrectomy, gastro- 
enterostomy, pyloroplasty, and manual dilation of 
the stomach have all been tried. Of these, gastrec- 
tomy is the operation to be recommended. 

In the discussion that followed, Dr. S. Burt Wol- 
bach stated that he agreed with Dr. Howard that 
the true leather-bottle stomach always turns out to 
be carcinomatous if carefully investigated. Dr. Lin- 
dau, of Lund, Sweden, said that he had investigated 
eight cases and had come to the same conclusion. 
He pointed out the fact that the difficulty of diag- 
nosis of malignancy is due to the slow course of the 
disease and the rarity of cancer cells. They can, 
however, always be found if searched for. 

Dr. Christian observed that this is the only form 
of stomach that can be detected through a thin ab- 
dominal wall and not be dilated. Diagnosis may 
often be made by inspection and palpation. The in- 
flammatory lesions simulating it can be reduced to 
an extremely rare case of syphilis. 


THE SUFFOLK DISTRICT MEDICAL SOCIETY 


The November meeting of the Suffolk District 
Medical Society was held in the Surgical Amphi- 
theater of the Boston City Hospital on the evening 
of November 18. Dr. L. S. McKittrick presided. 


_ Dr. Henry Jackson, Jr., discussed the “Treatment 
of Malignant Leucopenias with Pentose Nucleo- 
tides.” A total of twenty-five cases have been 
treated, 18 of agranulocytic angina, 2 of benzol 
poisoning and 5 of overwhelming infection, in which 
there was little or no white blood cell response. All 
of the last group, 11 of the agranulocytic anginas 
and both benzol cases showed a rise in white cell 
count and a fall in temperature following injections 
of nucleotide and subsequently made complete re- 
covery. All were critically ill and although evi- 
dence is not absolute it appears that there must 
have been more than a coincidental relationship 
between the treatment and the patient’s subse- 
quent improvement. 


A man of 25 years of age had been exposed to 
benzol fumes for many months and when seen was 
dangerously ill, having a red cell count of 2,000,000 
per cu. mm., a white cell count: of 2,000 per cu. mm., 
and a temperature of 103° F. Transfusion of blood 
was ineffective. He was given injections of nucleo- 
tide for a period of 2 weeks and the white cell 
count began to rise coincidentally with marked 
clinical improvement. The nucleotide was discon- 
tinued for 2 weeks and the white cell count began 
to fall. Two-week periods of treatment and no 
treatment were alternated for several months. 
Each period of treatment resulted in an improve- 
ment in the blood picture, while the white cell count 
either remained stationary or decreased in the pe- 
riods of non-treatment. At the same time there was 
a marked improvement in the general condition of 
the patient and the red cell count returned nearly 
to normal. After 4 months’ study the patient was 
discharged with a white cell count of 5,000 per cu. 
mm. which subsequently fell to 4,500 per cu. mm., 
and he was again treated for 2 weeks. His white 
cell count is now 7,000 per cu. mm. He is greatly 
improved, and will be able to return to work in a 
short time. The second case of benzol poisoning 
responded in exactly the same manner. There were 
18 and 20 consecutive experimental periods, respec- 
tively, for these two benzol cases, showing a rising 
count with treatment and a stationary or falling 
count without treatment. 

Eighteen cases of agranulocytic angina have been 
treated. Dr. Jackson presented the charts of sev- 
eral patients and stated that the other charts of 
the recovered patients were practically identical to 
those shown. Eleven of the cases have recovered, 
seven succumbed. This gives a mortality of 38 per 
cent. for the series in contrast to the usual mor- 
tality of about 80 per cent. Without exception, the 
temperature fell on the fifth or sixth day irrespec- 
tive of the previous duration of the disease which 
varied from 1 to 45 days. The first sign of improve- 
ment in the blood picture was usually between the 
fourth and seventh day, most often on the fifth. 


| This is the most striking effect of the treatment and 


Dr. Jackson believes that it is of more significance 
than are the mortality statistics. He concludes that 
nucleotide may be of definite value in the treatment 
of certain malignant leucopenias. 


Dr. Claude E. Forkner spoke upon “The Use of 
Fowler’s Solution in Leukemia.” Eighteen cases of 
chronic myelogenous leukemia have been treated 
with Fowler’s solution. In seventeen there has oc- 
curred a marked drop in the number of circulating 
white blood cells and in the percentage of abnor- 
mal forms following the administration of Fowler’s 
solution. At the same time there was a pronounced 
clinical improvement, decrease in the sizes of the 
liver and spleen, a lessening of the anemia and a 
gain in weight. One patient in his sixth year of the 
disease and following 4 years of treatment with 
roentgen rays failed to respond to Fowler’s solu- 
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tion. The drug is given preferably by mouth start- 
ing with doses of 5 minims three times a day and 
rapidly building up to 10 or 12 or even as high 
as 18 minims three times a day. This drug may be 
given by rectum when somewhat larger doses should 
be used. It has been found advisable to give the 
drug somewhat relentlessly and to ignore mild toxic 
symptoms such as anorexia, nausea, and occasional 
vomiting. In the cases treated there have been no 
serious toxic symptoms. The remissions are very 
similar to those produced by roentgen-ray therapy. 
Dr. Forkner feels that the results indicate that ad- 
ministration of the drug offers an additional valu- 
able palliative treatment for the disease. 


Dr. Soma Weiss and Dr. George P. Robb discussed 
“The Mechanism and Treatment of the Paroxysmal 
Dyspnea and Asthma Associated with Heart Dis- 
ease.” They have studied over 60 patients with 
cardiac asthma and have observed 28 acute at- 
tacks. Cardiac asthma is most likely to develop 
in patients with arterial hypertension, aortic in- 
sufficiency, or coronary disease. The patients are 
usually in an early stage of cardiac failure and the 
usual signs of congestive failure of the circulation 
are slight or absent. Almost without exception the 
vital capacity is lowered but the peripheral venous 
pressure is elevated only slightly if at all. Be- 
tween attacks the cardiac output is not especially 
low. The peripheral circulation time is only slight- 
ly prolonged but the velocity of the flow through the 
pulmonary circuit is almost always decreased. All 
these findings indicate that there is an imbal- 
ance between the ventricles and that the left ven- 
tricle is on the verge of failure, while the functional 
capacity of the right ventricle is good. The attack 
is precipitated by factors that suddenly accentuate 
this lack of balance between the ventricles. Ex- 
citement and Cheyne-Stokes breathing play an es- 
pecially important rdle. In numerous instances 
when the patient lies down, a Cheyne-Stokes type of 
respiration develops, the peripheral blood pressure 
rises, and the weakened left ventricle is unable to 
handle the additional load. As a result stasis and 
increased pressure in the pulmonary circuit devel- 
op and, as a result of the pulmonary engorgement, 
exudation of plasma takes place into the lung tissue 
and spaces and there is a bronchiolar constriction. 
The exact finer mechanism of this constriction is 
obscure. 

The usual therapeutic agents tested are listed in 
order of decreasing efficacy as follows: morphine, 
adrenalin, nitro-glycerine, and atropine. Drs. Weiss 
and Robb have applied the following therapeutic 
procedure with regular efficiency. Blood pressure 
cuffs or tourniquets are applied to each extremity 
and the pressure maintained just under the dias- 
tolic or mid-systolic pressure. This shuts off a 
large portion of the blood volume as well as the cir- 
culatory area and relieves the load on the left side 
of the heart. A very rapid clinical improvement im- 
mediately results and in some cases the patient falls 
off to sleep in a few minutes. The heart rate be- 


comes slower and the blood pressure falls. The 
tourniquets are left on for 15 minutes, then released 
for 5 and reapplied for 15. Not only is this a very 
effective method of treating the acute attack but it 
also seems to lessen the likelihood of future at- 
tacks. 


Dr. Chester S. Keefer discussed “The Importance 
of Infection in Arthritis.” In recent years great 
stress has been laid upon the réle of streptococci in 
the causation of subacute arthritis. Three chief the- 
ories have been advocated; (1) the organism may 
be present in the joint cavity, (2) toxic material 
arising in some distant focus may cause the joint 
manifestation and (3) there may be a hypersensi- 
tivity to streptococcal infection. Diagnostic methods 
include isolation of the organisms, agglutination re- 
actions, and skin tests. Gonorrhea is a rather un- 
common cause of subacute arthritis best diagnosed 
by a complement fixation test on the joint fluids. 
Syphilis may be suspected in cases where there are 
other symptoms of the disease and when the blood 
yields a positive test for this disease. During the 
past 3 years Dr. Keefer has observed seven cases of 
arthritis due to bacillary dysentery. In each, the 
gastrojintestinal manifestations were mild. The 
joint fluids were sterile but contained agglutinins for 
dysentery organisms. The joint symptoms lasted for 
between 2 and 3 months and were never destructive. 
Agglutination tests are of value in establishing the 
diagnosis. Finally because of the increasing fre- 
quency of infection with Brucella melitensis, one 
should consider this as a cause of arthritis when as- 
sociated with a low grade or a relapsing fever. The 
organisms usually may be isolated from the joint 
fluid with ease. 


Drs. George R. Minot, Clark W. Heath, and Mau- 
rice B. Strauss discussed the “Treatment of Cases 
of Anemia.” They have studied more than 100 cases 
of idiopathic hypochromic anemia. It occurs espe- 
cially in women but is occasionally seen in men. The 


onset is insidious and fluctuations occur in the course 


of the disease. The gastric acidity is low and usu- 
ally free hydrochloric acid is absent. Castle has 
shown that these patients do not lack the gastric 
factor missing in pernicious anemia. The bone mar- 
row shows normoblastic hyperplasia in contrast to 
the megaloblastic bone marrow of pernicious anemia. 
Idiopathic hypochromic anemia may develop when 
the diet has been satisfactory but the condition is 
intensified often by a bad diet. Pregnancy also may 
intensify the anemia. Therapy consists in adminis- 
tering iron in adequate doses. Six grams of iron 
and ammonium citrate of 4 grams of ferrous car- 
bonate daily is usually sufficient but the optimal 
dose should be determined for each individual case. 
The treatment must continue indefinitely with an 
optimal maintenance dose or else relapse is prone 
to occur. Menorrhagia may be a symptom that in- 
tensifies the anemia, but if iron in large, not small, 
amounts is given and no local treatment is applied 
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to the uterus, as the blood returns to normal the 
menorrhagia frequently ceases. . 


The parenteral administration of potent material 
in the treatment of pernicious anemia is of great 
value in some cases. This method may be used 
when the patient is too sick to swallow, or nau- 
seated, or has diarrhea which renders absorption in- 
complete. It is especially valuable in those rela- 
tively rare cases of pernicious anemia which do not 
respond readily to the oral treatment. In these 
cases there may be difficulty in absorption or de- 
struction of the potent material in the gastro-in- 
testinal tract. One patient had been taking orally 
a daily dose of liver extract derived from 600 grams 
of liver for a number of weeks without any demon- 
strable improvement. He was then given parenter- 
ally the extract from 100 grams and in seven days 
the reticulocytes rose to a peak of 30 per cent. with 
the red blood cell level about 1,200,000 per cu. mm. 
He subsequently has done very well on daily injec- 
tions of extract. It is estimated that parenteral ad- 
ministration is at least about thirty times as effec- 
tive, gram for gram of original liver substance, as is 
oral administration. Potent material properly pre- 
pared may be given either intramuscularly or intra- 
venously. The former method is simpler and causes 
few and less significant reactions. 


THE ESSEX SOUTH DISTRICT MEDICAL 
SOCIETY 


The Essex South District Medical Society held 
its regular meeting at Beverly Hospital on Decem- 
ber 2, 1931. 

From five to seven o’clock a clinical program was 
presented. 

At the close of the dinner hour the society was 
addressed by Dr. Stetson, President of the parent 
society, who referred to some of the more insistent 
medical problems to be solved. 

The speaker of the evening was Dr. Raymond S. 
Titus of Boston, whose subject was “Some Compli- 
cations of Pregnancy and Puerperium.” 

Adjourned 10 P. M. 

Won. T. Hopkins, Reporter. 


HAMPDEN DISTRICT MEDICAL SOCIETY 

The regular Fall Meeting of the Society was held 
in the rooms of the Springfield Academy of Medi- 
cine, 20 Maple Street, Springfield, Tuesday eve- 
ning, November 24, 1931, at 8:30 o’clock. 

Papers for the evening: 

“Addison’s Disease,” Dr. Laurence D. Chapin. 

“Addison’s Disease,” Case Report, Dr. Ernest A. 
Gates. 

“The Massachusetts Pneumonia Program,” 
Roderick Heffron. 

The papers were well received and considerable 
discussion followed Dr. Heffron’s paper. It was gen- 


Dr. 


erally agreed that the state Pneumonia Program 
me.ited the support of the profession. 
Luncheon followed the meeting. 


THE CAPE COD HEALTH BUREAU 
ASSOCIATION 


The meeting at Hyannis on November 21 of the 
Cape Cod Health Bureau Association was of much 
importance from the health administration point of 
view, inasmuch as its purpose was to. take steps 
toward the unification of the health regulations of 
the various town health departments of Barnstable 
county. These towns have formed the first of the 
health units in this state, and the association, now 
in its eleventh year, was instrumental in its forma- 
tion. 

A desire to standardize the widely varying regula- 
tions of official health departments in the state has 
been under consideration for two or three years. It 
was seriously discussed at a meeting of the Massa- 
chusetts Association of Boards of Health and the 
immediate result was a committee, which entered 
into a review of the matter with the State Depart- 
ment of Public Health. A standard set of regula- 
tions was compiled, and these have been discussed 
more or less by the different local official health bod- 
ies. In Barnstable, at the recent meeting of the 
Southeastern health officers, various of the items 
were considered incidentally, and within a couple of 
weeks the Barnstable County Health boards met 
informally to thresh out various matters in connec- 
tion with the general scheme. The meeting of the 
Cape Cod association was to have the final discussion 
and official vote of the group. 

The conclusions showed pretty clearly that an 
iron-clad set of rules is not practicable throughout 
the State since the different communities have 
somewhat different conditions and problems, but, as 
expressed by the president, Mr. G. W. Hallett of 
Barnstable, the association could approve of gen- 
eral principles, and with these in mind, the local 
boards can make regulations to fit their own proh- 
lems. 

The “Suggestions for the Guidance of Boards of 
Health,” issued by the State department furnished 
the text for the meeting, and the various recommen- 
dations read by the secretary, Mr. C. R. Bassett of 
Yarmouth, were considered quite in detail. Some in- 
teresting discussions followed. It was noted that the 
law requires a red flag to be displayed at a house 
which is quarantined. It is an old law, but it was 
stated that in some towns the legal requirement is 
still carried out when it seems desirable. One of 
the speakers stated that while cards are useful, the 
man whose house is carded may, if he wishes, tear 
up the card and the board of health has no redress. 
Another speaker voiced the principle, that if the 
board is likely to go to the courts in the matter of 
a quarantine, it will be well to attend to the required 
detail of the red flag. Mr. W. G. Kirschbaum of 
New Bedford, stated that he had been to all of the 
Massachusetts State health commissioners from the 
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time of Dr. McLaughlin, in attempts to have the law 
so changed that cards would be legal, but thus far 
without legislative result. 

The matter of notification of cases by physicians 
was subject to a long discussion. The first question 
was that of notification by telephone. The law was 
quoted as requiring this notification in writing, but 
in these days, in many places, the telephone is used 
almost exclusively. In New Bedford a card record 
is made of the telephone information, and when the 
board of health physician visits the house other 
cards for contacts and other persons are made, and 
the office record is thus complete. In some smaller 
- places there is not a constant service, and the tele- 
phone does not prove so _ satisfactory. Mr. Hallett 
noted that here there is a difference in procedure 
between large and small places. 

Another matter which provoked considerable dis- 
cussion was the possibility of having physicians re- 
port suspicious cases, as a possible prevention. In 
this, however, it seemed to be agreed that however 
desirable, it is probably not as yet practical. The 
question as to whether an undertaker can refuse to 
deliver a body on account of non-payment of his 
charges was brought up by Dr. T. L. Swift of Fal- 
mouth, and there seem to be different legal opinions 
respecting this situation. If a nuisance is created, 
the board of health can interfere. 

Dumping grounds and nuisances were other mat- 
ters discussed. With reference to the first, the law 
places the care of such with the boards of health. 
The nuisance seems to be a very uncertain matter, 
because litter and smells do not always constitute a 
menace to health, hence the boards may be puzzled 
as to whether a “legal” nuisance exists. 

In its final decisions, the meeting adopted the 
State suggestions for the guideboards of the Barn- 
stable health officers. 

Dr. Gaylord Anderson of the State Department, 


participated in the discussion, especially in the inter- ‘ 


pretation of legal requirements. He outlined progress 
in the formation of health units in the Common- 
wealth, referring to the codperation of fifteen com- 
munities in southern Berkshire county and an- 
other, recently formed near Ayer, called the Nashoba 
area, composed of fourteen towns. With only two 
or three exceptions all the towns in these units have 
standardized their health regulations. 

Dr. A. P. Goff, county health officer, made his semi- 
annual report. He noted the reasonably complete 
administration of toxin-antitoxin, the occurrence of 
rabies, and the examination of four suspicious heads. 
All those bitten had received treatment. There had 
been, twenty-seven cases of infantile paralysis in 
the county with four deaths. Preparalytic serum 
treatment seemed to have shown excellent results, 
and he expressed the thanks of the county to the 
Harvard authorities and the State Board for assist- 
ance in dealing with these matters. 

George T. Mecarta, county milk inspector, spoke 
of a defect in the State laws with regard to the in- 
spection of cattle. 


Mr. Hallett referred to the value of the children’s 
health camps of the Chadwick clinics, which give 
reliable reports on conditions, so that the camps, 
even though the capacity is limited, may get the 
children most in need of the service given. wee 

A special and interesting feature of the meeting 
was the distribution of “A Review of Health Condi- 
tions and Needs in Barnstable County,” a twenty- 
page report in language understandable by the peo- 
ple. It was prepared by the twelve women’s clubs 
of the county, forming a part of the welfare work 
of the General Federation of Women’s Clubs. Its 
fine printing and make-up are contributions by the 
Metropolitan Life Insurance Company, “to the good 
health of the citizens of Barnstable County”. 


NEW ENGLAND PHYSICAL THERAPY 
SOCIETY 


The next meeting of the New England Physical 
Therapy Society will be held at the Boston Square 
and Compass Club, 448 Beacon Street, Boston, on 
the evening of Wednesday, December 16, at eight 
o’clock. 

The paper of the evening will be: “Nonvalvular 
Heart Disease,” by William H. Robey, M.D., of Bos- 
ton. 

Preceding the regular meeting, the Council will 
meet at six o’clock and dinner will be served at 6:30. 

All members of the medical profession are cor- 
dially invited. 

H. Rina, M.D., Secretary. 

Arlington, Mass. 


BETH ISRAEL HOSPITAL PEDIATRIC CLUB 

The next regular meeting of the Pediatric Club 
will be held on Thursday, December 17, 1931, in the 
Beth Israel Hospital auditorium at 8:15 P. M. 
Subject: Orthopedics in Childhood—Armin Klein, 
.D. 


Discussion: S. L. Marnoy, M.D. 
RuTH WEISSMAN, M.D., Secretary. 


MASSACHUSETTS ITALIAN MEDICAL SOCIETY 


The Annual Meeting of the Massachusetts Italian 
Medical Society will be held at the Hotel Kenmore, 


496 Commonwealth Avenue, Boston, on Monday eve- 


ning, December 14, 1931, at 8 o’clock. Dinner will — 
be served at 6 o’clock sharp and will be followed 
by an address by Dr. William F. Verdi, of New Ha- 
ven, Conn. The subject of the address will be: “Can- 
cer of the Colon” with lantern slide demonstration. 

Dr. William F. Verdi is a graduate of Yale Uni- 
versity Medical School, Member of the American Sur- 
gical Association, New England Surgical Society, 
American College of Surgeons and Clinical Profes- 
sor of Surgery at Yale University Medical School. 

The executive session is confined to members 
only, the scientific part is open to all doctors who 
can attend. 
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The medical profession is cordially invited to 
hear our honor guest. 
F. MARALpI, M.D., Secretary. 


NEW ENGLAND HOSPITAL FOR WOMEN 
AND CHILDREN 


The regular clinical conference of the New Eng- 
land Hospital for Women and Children will be held 
at the hospital, Dimock Street, Roxbury on Thurs- 
day, December 17, at 8 P. M. The following cases 
will be reported and discussed: Sinusitis in chil- 
dren. Puerperal sepsis. Anterior poliomyelitis with 
complications. 

Atice H. BIGELow, M.D., Secretary. 


NEW ENGLAND ROENTGEN RAY SOCIETY 


The next meeting of the New England Roentgen 
Ray Society will be held Friday night, December 
18, at the Boston Medical Library, 8 The Fenway, 
at 8:15. 

The speaker for the evening will be Dr. L. B. 
Morrison, Boston, Mass. 

Thirty minutes will be allowed for the presenta- 
tion of any interesting cases by the members. 

T. R. Hearty, M.D., Secretary. 

370 Marlborough Street, Boston, Mass. 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


December 11—The William Harvey Society. See page 
1128, issue of December 3 
ecember 11—New England Pediatric Society. See 
— on page 1030, issue of November 19. 
cember 14—Massachusetts Italian Medical Society. 
on page 1174. 
December 15—South End Motion! Club. See notice 
on page 1129, issue of December 
December 16—New England aie Therapy Society. 
See page 1174. 
December 17—Medical Clinic at the Peter Bent Brigham 
Hospital. See page 1168. 
December iets Israel Hospital Pediatric Club. See 
page 1174. 
December 17—New eagans Hospital for Women and 
Children. See notice above 
December 18—New England Roentgen Ray Society. See 
notice above. 
December 18—The Boston City Hospital Clinic. 
page 1169. 
January 6-June 1—New wagmad Heart Association. 
See page 891, issue of October 29. 
March-April, 1932; Autumn “aa Post- 
graduate Courses in Berlin. ee p 1169. 
April 4-8, 1932—The America College of Physicians. 
See notice on page 1232, issue ~¢ June 


DISTRICT MEDICAL SOCIETIES 


Essex North District Medical Society 


January 6, 1932—At Haverhill. 
May 4, 1932—Annual meeting at Lawrence. 


Essex South District Medical Society 


January 6 — vere | State 
Hathorne. Clinic '5 P. M. Dinner 7 P. Speaker: Dr. 
omon, Subject: Modern Treatment “a 
yphi 

an February 3, 1932, Wednesday—Council Meeting, Bos- 


February 10, 1932, Wedneotay—Hawtporne Hotel, Salem. 
Dinner 7 P. M. Speakers: Dr. Lincoln F. Sise and Dr. 

eed H. Germain. Subject: Selection of the Anesthetic 
for the Patient and Operation. Dr. Sise to speak from 
the viewpoint of the Anesthetist, and Dr. Germain from 
the viewpoint of the Surgeon 


March 2, —Lynn Hospital. Clinic 5 
P. Dinner P. ubject to announced later. 
Speaker: Dr. er W. Bosto 

Agen. 1932, Sanatortum, Middleton. 
Clini . M. ner 7 P. M. Spea Arthur P. 
Wakefield, "State of Health. Sublect: 10-Year 
Tuberculosis Program in the Public Schoo 


6, Thursday—Censors’ Salem Hospi- 


tal, 
Ma hg , 19382, Tuesday—Annual Meeting. The Tavern, 
Gio and subject to be announced later. 


ies invite 


Franklin District Medical Society 
Meetings will be held on the second Tuesday of Janu- 
ary, March and May at the Weldon, Greenfield, at 11 A. M. 
CHARLES MOLINE, Secretary. 


Middlesex East District Medical Society 


At a meeting of the executive committee the following 
schedule for the Middlesex East District Medical Society 
Was arranged: 
January—At Melrose. 
March—At Reading. 
May—At Woburn, 
All meetings on -. second Wednesday of each month 
ess otherwise announced. 


Norfolk District Medical Society 


January 26, 1932—Boston Sanatorium, Mattapan. Dr. 
J. Meeting to be devoted to Diseases 

February 1932—-Place to be announced. Clinico- 
Pathological meeting, Dr. Frank S. Cruickshank, Dr. F. B. 
Mallory, or a representative from his depart ment. 

March 29, 1932—Place to be announced. once Publie 
Health Meeting. Speakers, Honorable James M. Curl he 
a re cis X. Mahoney, Dr. Charles Wilinsky, Dr. 

riffin. 

May, 1932—Annual Meeting, date and place to be an- 

1932—Censors’ Meeting for examination of can- 
* Roxbury Masonic Temple, 171 arren Street, 

, 4 P.M. Fee $10.00 payable at time of exam 
vA candidates will have applications in the hands 
of the secretary one week prior to this date. All candi- 
dates from Medical Schools not on approved list of Society 
must have application complete two weeks prior to date 


of examinatio 
F. S. CRUICKSHANK, Secretary. 


Norfolk South District Medical Society 


uary 7—Speaker: William Reid Morrison, M.D. Sub- 
mStomach urgery. 

February 4—This meeting will be held at the Quincy 
City Hospital. The program will be furnished by the 
members of the hospital staff. 

March a-iipenker: Roderick Heffron, M.D. Subject: 
Pneumon 

April 7—To be announced later. 

May 5—Annual meeting. 


N. R. PILLSBURY, Secretary. 


Suffolk District Medical Society 


December 16, 1931—Clinical Program, Peter Bent Brig- 

ham Hospital. See page 1129, issue of December 3. 
January 27, 1932—General Meeting in Association with 

the Boston Medical Library. Titles and speakers to 

announced er. 

pita 1932—Clinical Program, the Children’s Hos- 


March 30, Program, New England Dea- 
Meeting, Boston Medical 
Lib of Officer 
The Medical Profession i: cordially invited to attend 
all of these meetings. 
DER M.D., President. 
LELA RICK, Sec 
HILBERT DAY, M.D., ‘Medical 


Worcester District Medical Society 


‘Wednesda evening, January 13, 1932—Worcester City 
Hospital, orcester, Mass. 6:30—Dinner, complimentary 
by City Hospital. 7:45—Program: To be 

ater. 


announced 


The time of all meetings is 12 o’clock noon. All meet- 
ings, except February 4, will be held at the Norfolk County 
Hospital, South Braintree. Censors will meet on May 5 
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evening, 1932—Worcester State 
Hospital. 6:30—Dinner, complimentary by the Worcester 


State Hospital. 7:45—A psychiatric program to be an- 


nounced 

Wednesda March 9, 1932—Memorial 
Worcester. 6—Dinner, complimentary by Mem 
rial Hospital. 7: pediatric meeting with subjects 


to be announced late 
Wednesday April 13, State Hos- 
Grafton, Mass. 6:30—Dinn 


ttal, North limentary 
State "Hospital. 


er, comp 
by Grafton S 46—Program to be 
nounced later. 


Wednesday afternoon and evening, M 11, 1932—An- 
nual Meeting. Program to be a aneuneel tater 
MILLER, Secretary. 


BOOK REVIEWS, | 


The Diagnosis and Treatment of Venereal Diseases 
in General Practice. Fourth Edition. By L. W. 
Harrison. Humphrey Milford, Oxford University 
Press. 


Dr. Harrison is director of the venereal depart- | 
ment of St. Thomas’s Hospital, London. In this 
fourth edition of his book much new material has 
been added and the section on the treatment of 
syphilis has been rewritten. The chapter on “The 
Medico-legal Relations of Venereal Disease” by Dr. 
Crookshank has been revised. . 

The author has written this book on venereal 
disease in an attempt to stimulate the interest of 
the medical profession in this great problem, a 
problem which has always been of great impor- 
tance, and which is likely to be more vital in times 
of economic stress, such as prevail at the present. 

In the preface of the first edition Dr. Harrison 
says, “There is little doubt that, if every member of 
the medical profession knew thoroughly the simple 
technique of diagnosis and treatment of venereal 
diseases, and carried it out; if he acted promptly, 
as he would in the case of any other infectious dis- 
ease, the good results which followed would quickly 
teach the general public that, in these matters, it 
pays to seek good advice and follow it implicitly”. 
In other words, as he says, let every medical prac- 
titioner realize his responsibility. 

The book is well and carefully written, and serves 
as a good outline in the aoe and treatment of 
venereal disease. 


Yellow Fever. An Epidemiological and Historical 
Study Of Its Place of Origin. By Henry Rose 
CarRTER, M.D. Edited by ARMISTEAD CARTER 
and HAMPTON Frost. The Williams & Wil- 
kins Co., Baltimore, 1931. (308 pages.) Price $5.00. 


This posthumous work of the late Assistant Sur- 
geon-General Carter of the United States Public 
Health Service is a most valuable contribution to 
existing knowledge of yellow fever. 

Part I deals with epidemiological considerations, 
Part II with diseases which have, or might have 
been confused with yellow fever, and Part III with 
the place of origin of yellow fever. 

Basing his deductions upon epidemiological data, 
biological considerations and carefully sifted histor- 
ical evidence, Carter believes that yellow fever was 


not indigenous in the New World and that it must, 
therefore, have been imported from Africa. The first 
epidemic in the New World which Carter recognizes 
as one of yellow fever occurréd in Guadeloupe in 
1648. Soon after this date, epidemics of the disease 
became common in the West Indies. 

So strong is the evidence and so able the presenta- 
tion that the unprejudiced are likely to believe that 
the doubtful question of the place of origin of yellow 


| fever has been settled. 


Demonstrations of Physical Signs in Clinical Sur- 
gery. By HAmILton BalrLey, F.R.C.S. Third Edi- 
tion. William Wood and Company. Price $6.50. 


This book of great practical value has been thor- 
oughly revised and enlarged. Although the former 
edition was noteworthy for its illustrations, more 
have been added including some in color. 

The various signs that may be elicited by physical 
examination are so clearly depicted that one should 
be able to make an accurate diagnosis of most sur- 
gical conditions without laboratory aid. This vol- 
ume should continue to be of real assistance to all 
who are called upon to make surgical diagnoses. 


Les Diagnostics Anatomo-Cliniques de Paul Lecéne. 
1. Généralités. By P. Pavie. Lésions du Sein. 
By P. Movutonevet. Paris, Masson & Co., 1931. 
Price 45 fr. 


This first volume of the posthumous papers of 
the late Dr. Lecéne has been collected by his pupils 
and is published with a general introduction by Dr. 
Pavie. The major part of the text deals with Dis- 
eases of the Breast and is illustrated by a number 
of excellent test engravings. Dr. Moulonguet is the 
editor of this section of the work. Five other vol- 
umes are projected in the same series. This project 
of preserving the valuable clinical and didactic ma- 
terial of a great teacher of Surgery is earnestly to 
be commended and promises to produce a work of 
great value as a contribution to the teaching of cer- 
tain departments of Surgery. 
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